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THE MANAGEMENT AND TREATMENT OF THE ANAEMIAS 
H. A. Brown, M.B., Cu.B. (CAPE Town), M.R.C.P. (LoNb.), Cape Town 


Anaemia is produced by a wide range of diseases, some of 
which affect the blood-forming organs directly while in others 
remote systems are primarily affected. Successful treatment 
can begin only when an accurate diagnosis of the cause of the 
anaemia has been made. One way in which the anaemias may 
be classified is according to the morphology of the red cor- 
puscles,' into megalocytic, microcytic hypochromic, and nor- 
mocytic normochromic anaemias, and this classification of 
anaemias is a broad guide to treatment. Thus, the megalocytic 
group respond to vitamin B,, and folic acid and the micro- 
cytic hypochromic group respond to iron. The normocytic 
normochromic group, on the other hand, include a wide 
range of general diseases as well as haematological disorders 
and may present difficult diagnostic problems. 

Many therapeutic measures are available for the treatment 
of the anaemias and some of those in common use will be 
considered. 

Iron 

The commonest anaemias met with in general practice are 
the iron-deficiency or hypochromic microcytic anaemias. 
Most of these occur during pregnancy, when there are 
excessive demands for iron. Another very important cause 
is chronic blood loss. Usually the recognition of the source 
of bleeding presents no difficulty but some patients may not 
be aware of blood loss, especially when this arises from the 
gastro-intestinal tract. It is extremely important to consider 
conditions such as chronic peptic ulcer, carcinoma of the 
stomach, and bleeding haemorrhoids. Carcinoma of the 
stomach and the caecum are notorious for giving relatively 
mild gastro-intestinal symptoms and presenting as problems 
in anaemia: to treat such patients for anaemia only (and they 
may respond) may be to miss the diagnosis until it is too late. 
The test for occult blood in the stool is easily performed; it 
is very valuable in screening such patients and barium 
studies should be undertaken when indicated. 

Once the diagnosis of iron-deficiency anaemia has been 
made, and abnormal bleeding has been arrested, the treat- 
ment is with iron and iron alone, and excellent results may be 
anticipated. Vitamin B,. and folic acid are ineffective in the 
treatment of hypochromic anaemias. 

In the majority of patients oral iron is all that is needed. 
Many patients believe they cannot take iron by mouth, 
largely as a result of what they have heard or read. The 
incidence of side-effects is low; these are mild gastro-intestinal 
symptoms such as nausea, abdominal discomfort, occasional 
vomiting and diarrhoea which, contrary to general belief, is 
found more often than constipation. In a recent ‘double- 
blind’ series it has been suggested by Kerr and Davidson? that 
the incidence of side-effects with iron tablets in conventional 
dosage is no higher than with placebo tablets. In any case 


there is a wide choice of preparations and, if the dose to start 
with is small, there should be very few patients for whom one 
cannot find some source of iron which suits them. 

Ferrous salts are better absorbed than ferric salts, and in 
order of potency iron preparations may be graded as follows: 
Ferrous salts, scale preparations, ferric salts, organic com- 
pounds. 

A list is given below of daily therapeutic requirements of 
various Common iron preparations.* 


Ferric Salts 
Liq. ferri perchlor. 8 ml. 
Ferric citrate 2 g. 
Colloidal ferric hydroxide 
§-25-—10-5 ml. 
Complex Ferric 
Ferri et ammon. cit. 4-8 g. 


Ferrous Salts 
Ferrous chloride 0-25-0-Sg. 

» Sulphate 0-6g. 

lactate 1-5g. 

carbonate 3-4 g. 

» gluconate 1-2-2-4g. 

succinate 0-45-0-9g. 

A case can be made out for combining iron salts with 
vitamin C because it has been shown that vitamin C increases 
the absorption of iron. Unfortunately, there are many 
preparations on the market in which iron is combined with 
other vitamins and haematinics such as vitamin B,,. and 
folic acid, and these have nothing to recommend them. 

Occasionally it may be necessary to give iron parenterally, 
but this should be reserved for cases of severe gastro-intestinal 
disease, for late stages of pregnancy, and for rare cases of 
refractory iron-deficiency anaemia. For intravenous use, a 
5% solution of saccharated oxide of iron is available: 5 ml. 
contains 100 mg. of elemental iron, and this amount will 
raise the haemoglobin by 4%. The usual dose is 2 ml. the 
Ist day, and thereafter 5 ml. every 2nd or 3rd day until the 
calculated dose has been given; an extra 4 or 5 injections 
may be given to replenish the iron stores. There is a con- 
siderable incidence of toxic effects. There may be local 
thrombophlebitis, and general reactions include headache, 
precordial discomfort, tachycardia, faintness, feelings of 
intense warmth, nausea and vomiting. Intramuscular 
injections are less toxic and for these a dextran-iron prepara- 
tion is used. The average dose is 5 ml., containing 250 mg. of 
elemental iron. There may be pain at the site of injection. 
The utilization of the iron is less complete than with intra- 
venous injections, and volume for volume the intramuscular 
dextran preparation is given in the same doses as the intra- 
venous preparation of saccharated iron oxide. 

Cyanocobalamin ( Vitamin By») 

This is usually given parenterally, by intramuscular 
injection. It is of particular value in pernicious anaemia, 
where it supplies complete replacement therapy. It will help 
other macrocytic anaemias, but for these it has usually to be 
given with folic acid. The minimal daily dietary needs of 
vitamin B,, are 0-6 — 2-8 yg.‘ and the effective (intramuscu- 
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lar) dose is 1-0 — 1-5 yg. daily. Excellent haematological 
response can be obtained in pernicious anaemia by treating 
patients with such doses. Some authorities consider that for 
patients in relapse larger amounts should be given, e.g. 1,000 
#g., not Only to produce haematological remission but also to 
replenish the body stores. If this is given as a single dose, much 
is lost by excretion. A satisfactory programme is 10 injections 
of 100 ug. over the course of 2—3 weeks, followed by main- 
tenance treatment of 100 ng. per month. A good response 
can be prophesied from the reticulocytosis which starts on 
the 2nd or 3rd day of treatment and subsides by the 
14th day. It is rarely necessary to transfuse patients with 
pernicious anaemia unless there are special complications 
such as cardiac failure, or severe mental deterioration, or 
when emergency surgery is contemplated. Patients should 
have their blood examined at 3-monthly intervals, and it ts 
important to maintain normal values, particularly if there are 
symptoms of subacute combined degeneration of the cord. 
If the patients do not respond as well as expected, this may 
be due to complications such as arteriosclerosis or inter- 
current infection, and then larger or more frequent doses of 
vitamin B,. are needed. Occasionally iron deficiency is 
present as well, and full blood values will only be reached 
when iron is given in addition to vitamin B,,. There is a 
close relationship between pernicious anaemia and carci- 
noma of the stomach. Carcinoma of the stomach may 
occasionally produce a picture resembling that of pernicious 
anaemia, which may even respond to vitamin By,s. More- 
over, patients with pernicious anaemia are more than usually 
prone to develop carcinoma of the stomach as the result 
of the atrophic gastritis which is a feature of the disease. 
Every patient, therefore, should be subjected to a barium- 
meal examination at the beginning of treatment. 

Pernicious anaemia can be treated successfully with oral 
vitamin B,,.. At first it was thought that very large doses 
were necessary unless a source of intrinsic factor was added 
to promote absorption. It has recently been shown, however, 
that vitamin B,. in moderate doses can be absorbed in 
amounts large enough to maintain normal blood values both 
after relapse and as maintenance treatment. Chalmers and 
Shenton® have recommended 100 «g. daily by mouth. It is 
generally agreed, however, that parenteral treatment is 
preferable to oral because with injections there is no doubt 
about absorption and, more important, the patients can be 
kept under observation. 


Liver Extracts 

Vitamin B,, has entirely replaced parenteral liver, of which 
it is the active principle. Compared with liver extracts, it 
has the great advantages of constant potency, small bulk, 
relative cheapness, and almost complete absence of sensitivity 
reactions. 
Folic Acid 

Folic acid is not the treatment of choice for pernicious 
anaemia. Haematological response is sub-optimal and what is 
more important, it fails to protect patients against the 
development of subacute combined degeneration of the cord. 
Indeed, some patients have developed neurological changes 
for the first time while receiving folic acid. It has been 
suggested that folic acid depletes the body stores of vitamin 
B,., which is necessary for the metabolism of the central 
nervous system. However, for megaloblastic anaemias other 
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than pernicious anaemia, folic acid is the treatment of choice: 
indeed, it is usually more effective than vitamin B,., though 
sometimes both are needed. For example, folic acid produces 
full haematological remission in sprue, adult steatorrhoea, 
and pernicious anaemia of pregnancy. The dose of folic 
acid is 10—30 mg. daily, given orally, until the blood js 
normal. In certain conditions a small maintenance dose js 
required, e.g. 3—5 mg. daily. In pernicious anaemia of 
pregnancy, no further treatment is needed after delivery. 
Thyroid Extract 

Patients with myxoedema look pale because of their yellow- 
ish complexions and they may be anaemic as well, though 
often not to such a degree as their appearance suggests, 
The anaemia of hypothyroidism is usually not very severe: 
it is usually normocytic, although occasionally macrocytic, 
It responds to the administration of thyroid extracts but not 
to vitamin B,,. or folic acid. 
Ascorbic Acid 

The anaemia of scurvy, which is usually normocytic and 
normochromic, responds only to ascorbic acid. 
Other Haematinics 


Cobalt, riboflavin and pyridoxine have interesting theore- 
tical implications, but their practical value has not been 
fully established. 

Treatment of Underlying Diseases 

Anaemia is a symptom of many chronic diseases, and the 
correct treatment is that of the underlying disease, if this is 
treatable. If it is not, blood transfusion will give temporary 
relief. Patients with chronic renal disease show a normocytic 
normochromic anaemia. Sometimes uraemia develops very 
insidiously, for example in chronic pyelonephritis, and 
patients with this condition may actually present as problems 
in anaemia. Although the ultimate prognosis is poor, active 
working life may be prolonged and the patient made very 
much more comfortable by correction of the anaemia with 
blood transfusions. 

Chronic infections may be associated with normocytic 
normochromic anaemia. An important example is subacute 
bacterial endocarditis, which may be very elusive when the 
cardiac lesion is not classical. This condition should always 
be remembered in unexplained anaemia, particularly in young 
persons where there is associated pyrexia, and careful search 
should be made for confirmatory points. It is important to 
delay treatment with antibiotics until cultures have been 
taken, though not necessarily until they have been reported 
on; even a small amount of antibiotic may render the cultures 
sterile. Disease of the reticulo-endothelial system such as 
Hodgkin's disease and leukaemia usually present no difficulty 
in diagnosis if the classical histology of the glands and the 
blood findings are both present. Occasionally, however, 
anaemia is the presenting symptom and the diagnosis may 
then be very difficult to establish. Lymphadenopathy and 
increased leucocyte count may be absent. 

Removal of Toxic Agents 

The aplastic or refractory anaemias are a complex group 
in which there is lack of regeneration of one or all of the 3 
main elements of the blood, viz. erythrocytes, leucocytes, and 
platelets. In some cases no cause can be found, but in others 
toxic agents and drugs are responsible and the list of these 
becomes longer every year. There are some substances (or 
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rays) which regularly produce aplasia of the bone marrow if 
a big enough dose is received; examples are X-radiation, 
radio-active substances, the nitrogen mustards, and myleran. 
There are other substances, moreover, which produce aplasia 
of the marrow, though only occasionally, as the result of 
idiosyncrasy. Some of these are in common use and it is 
extremely important to be aware of their dangerous poten- 
tialities, though happily most patients suffer no ill effects. 
Chloramphenicol, some of the hydantoin compounds used 
for the treatment of epilepsy, anti-thyroid drugs such as 
thio-uracil, and phenylbutazone are notorious offenders. It is 
essential, therefore, to make detailed enquiries about any 
medicines the patient has taken. Removal of the offending 
agent may lead to dramatic improvement. 

Blood Transfusion 

It is impossible to consider here the practical details of 
blood transfusion. Obviously, blood transfusions play an 
important role in the treatment of anaemia. They are indi- 
cated when the degree of anaemia is such as to endanger 
life, and especially when the diagnosis is obscure and there- 
fore no specific therapy can be started, for example in patients 
with aplastic anaemia. If specific therapy is available, as in 
pernicious anaemia, blood transfusions will naturally not be 
given unless there are special indications, such as emergency 
surgery. They may be given quite apart from the degree of 
anaemia to supply some factor which is deficient in the blood, 
as in haemophilia or thrombocytopenic purpura. 

As a general rule, it is better to under-transfuse than to 
over-transfuse, because where one is dealing with patients 
with chronic anaemia, circulatory overloading is a real 
danger. For this reason, too, red-cell suspensions are often 
to be preferred to whole blood, if the former are available. 
Splenectomy 

The condition which splenectomy is most likely to benefit 
is hereditary spherocytosis (acholuric family jaundice), in 
which almost uniformly beneficial and lasting effects are 
obtained. Good results are also obtained for chronic or 
recurrent attacks of idiopathic thrombocytopenic purpura. 
It is generally advised that splenectomy should not be done 
during the first 6 months of the illness, because some cases 
will revert to normal during this period, with or without 
steroid therapy. Splenectomy is also indicated in selected 
cases of acquired haemolytic anaemia and in hypersplenism. 
In acquired haemolytic anaemia where steroids have not 
produced lasting remissions, the results after splenectomy are 
much less predictable than they are in the familial type. 

Steroids 

Adrenocorticotrophic hormone (ACTH) and the steroid 
hormones are very useful agents for the control of acquired 
haemolytic anaemia, in which the patients have acquired 


ON THE TIME OF ERUPTION OF 


THEODORE JAMES, 


The family physician not infrequently meets with a mother who 
shows some concern because her infant has not cut its first tooth 
‘at the usual time’, which is taken to be around the 6th month of 
life. If the infant appears normal in all other respects the parent, 
usually, can readily be reassured. However, when the delay in 
Cutting the first tooth is prolonged, say to the 10th or even the 
12th month of life, despite an otherwise normal growth-pattern, is 
reassurance that this absence of milk-teeth has no adverse signi- 
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auto-immune antibodies which haemolyse their own red cells. 
Steroids are used for idiopathic thrombocytopenic purpura 
in the early stages of the disease, that is roughly for the 
first 6 months, though their value is difficult to assess since 
some cases undergo spontaneous remissions. They are- of 
value in very acute cases with severe bleeding when, together 
with blood transfusion, they tide the patients over either 
until spontaneous recovery occurs or until splenectomy is 
decided on. Steroids may also produce remissions in acute 
leukaemia, especially in children. The best results have been 
obtained with acute lymphoblastic leukaemia; in acute 
myeloblastic and acute monoblastic leukaemia they are very 
disappointing. There is no uniform dose of steroid for these 
haematological disorders, but the one in commonest use at 
present is prednisone, of which the usual daily dose is 40—60 
mg. in divided doses until response has occurred, when the 
dose is reduced. Some authorities, however, advise very 
much bigger doses. 


Before any treatment is started an accurate blood count 
should be made, because even small amounts of haematinics 
may so alter the blood picture as to make it difficult to 
interpret. Examination of the bone-marrow by sternal 
puncture is not necessary in every case before starting treat- 
ment; however, when the diagnosis of pernicious anaemia 
is suspected, sternal puncture should be carried out before 
treatment is started, because even small amounts of vitamin 
B,. may alter the bone-marrow picture completely and, as 
patients with pernicious anaemia have to receive treatment 
for the rest of their lives, it is important to establish the 
diagnosis firmly. 

A Warning 

A final word should be said about ‘shotgun’ anti-anaemic 
remedies which are widely advertised and very expensive, and 
contain mixtures of haematinics, vitamins and trace elements 
in surprising combinations. The main objections to them are 
(1) that if the patient improves it is impossible to know to 
which component this is due, and how to proceed thereafter, 
and (2) that these compounds do not contain enough of any 
one haematinic to be really effective if it is needed. Wintrobe 
rather unkindly remarks that there are three advantages to 
this type of therapy: No diagnosis is required, neurasthenics 
may be temporarily improved, and finally a puzzling patient 
may seek a better physician. 
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THE FIRST DECIDUOUS TOOTH 
Pinelands, Cape. 


ficance still to be quite so readily given, or should one make further 
enquiry into what possible implication it might have? This paper 
is an endeavour to answer the question. 

Outstanding men of the past who it has been said were born 
with a tooth include Julius Caesar, Louis XIV of France, Mazarin, 
and Richard III of England. The lives of these remarkable men 
are so different that the tooth in itself appears to to have had no 
special meaning in their lives, despite a long-held belief in parts 
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of Central Europe that a baby born with a tooth in its mouth 
had better not have been born at all. It is important for a parent 
to know whether the presence of a natal or neonatal tooth is 
significant. I was once asked by a father to examine his newborn 
and only son, who showed a tooth at birth, and it was disconcerting 
to find the baby with physical defects and a suspicion of mental 
defect. The medical literature on natal and neonatal teeth gives 
no hint of any probable or possible associated anatomical defects. 
Brennemann! states that the physician, in his routine examina- 
tion of the infant, should be concerned with the orderly arrival 
of the deciduous teeth. He does not explain why there should be 
this concern or what should or can be done about it if their arrival 
is not orderly. He gives a table of order and approximate times of 


TABLE I. NORMAL RANGE OF TIME FOR THE ERUPTION 
OF THE DECIDUOUS TEETH (BRENNEMANN) 


Deciduous Teeth Time of Eruption 

(in months of age) 
Two lower central incisors +a Sto 10 
Two upper central incisors ne 8to 12 
Two upper lateral incisors a 9to 13 
Two lower lateral incisors sie 10to 14 
Two lower anterior molars i 13 to 16 
Two upper anteriormolars.. 13 to 17 
Four canines... 16 to 22 
Four posterior molars .. 7 24 to 30 


arrival of the milk-teeth (Table 1); the full set should have appeared 
by the end of the 3rd year. Brennemann, however, remains of 
opinion that much additional study of individual babies will be 
needed before we can interpret any potential significance that a 
variation from the usual may have. 

Ferguson, Scott and Bakwin,* in their study of the growth and 
development of Negro infants, give the mean age of eruption of 
the first tooth as 29 weeks for both sexes, and compare this with 
White infants, in whom the age is 29-1 weeks for males and 31-6 
weeks for females. These figures are for hospital and clinic cases, 
but when their Negro private cases are added in the mean age for 
Negro infants becomes 27-7 weeks for males and 28-0 weeks for 
females. Perhaps these differences in times of eruption are of no 
significance when the numbers are taken into consideration. 
These authors make no mention of the earliest or latest time of 
eruption of the first tooth; they only give the mean with a standard 
deviation. 

By birth the process of calcification has begun in all the deciduous 
teeth and within 3 weeks after birth there is radiological evidence 
of a deposition of mineral in the tips of the cusps of the first 
permanent molars. Precocious dental development without 
known cause has been recorded several times. There is evidence 
that the ancient Greeks and Romans knew of babies born with 
erupted teeth. Massler and Savara*® reviewed a series of 24 cases 
of natal and neonatal teeth which had been reported from 1900 
onwards. In 1877 Fleischman collected 20 instances, and Ballan- 
tyne 70 in 1896. Walker* wrote abovt a first tooth erupting at 
2 weeks (dentitio neonatalis) and Briasco® discussed homozygous 
twins with a prenatal eruption of teeth—a most rare occurrence. 
Holt® wrote of a family in which 3 members in 3 successive genera- 
tions were born with teeth—also most rare. These natal or pre- 
natal teeth appear almost invariably to be one or both of the lower 
incisors. A suggested likely contributory cause for this very early 
eruption is injury to the tissue overlying the deciduous tooth, of 
which the enamel of the incisory edge has formed completely. 
McDonald’ mentions that the frequency of cases of natal teeth 
nas been assessed as | in 2,000 births, and that such cases have not 
had associated systemic disturbances. He proposes that a natal 
tooth should be regarded simply as a premature eruption and as 
an indication that an early eruptive pattern of the remaining teeth 
is to be expected. 

Some little attention should be paid to the possibility of the 
tooth or teeth present at birth being supernumerary, that is, 
preceding the eruption of the deciduous tooth. Looseness and a 
lack of root-formation are not to be considered diagnostic of 
supernumerary teeth, because true deciduous teeth may be similarly 
affected. Only a radiological examination will make it possible to 
diagnose a supernumerary tooth; such an examination will show 
the deciduous tooth in its developmental crypt. Very few cases of 
supernumerary teeth confirmed by X-ray are on record. 
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Studies on the normal eruption of the deciduous teeth have not 
mentioned an eruption of the first tooth earlier than the 4th month 
or later than the 13th month. Like most family physicians, I cap 
agree with these considerable variations. In my experience 
however, the infant (a girl) who took the longest time to cut her 
first tooth was 14 months and 4 days old (430 days). Her mother 
did show some concern over the delay, but she was partly reassured 
by the fact that her 3 older children had also taken their time 
over the process. She did not know the exact age at which their 
first tooth came, but she was inclined to look upon the delay as a 
family trait. I have found no mention of so late an eruption of the 
first deciduous tooth but Falkner® refers to 3 infants who were in 
the 12-18 months age-group (in which my particular infant falls) 
when their first tooth erupted; he does not give their exact age. 
Falkner also remarks upon the impression (it seems to be no more 
than an impression) that delays in deciduous dentition are com- 
moner in females. 

There is no available evidence that a marked delay in the eruption 
of the first tooth is followed by any special abnormality of the 
eruptive pattern or in any special teething difficulty. Holt* observed 
that the first tooth not uncommonly arrived in the 4th month 
and in many healthy infants it did not come through before the 
10th month, and that occasionally he saw the first tooth at 13 
months in infants who appeared perfectly healthy, nor was there 
any abnormality with the teeth that followed. He was careful 
to exclude children with such conditions as cretinism and rickets, 

Perhaps a clue to the understanding of the precocious develop- 
ment of teeth will be found among such observations as those 
made by Mouriquand and Boulez.* These authors recorded the 
effect of massive doses of vitamin D upon a 19-months-old girl, 
and remarked especially upon the sudden eruption of 6 teeth in 
5 days (2 teeth in 1 day) as a result of the ingestion of 15 mg. of 
vitamin D,: but they felt bound to record also that in the same 
infant at | year of age there had been restlessness, stomatitis and 
general malaise accompanying the eruption of 3 teeth within a 
few hours when no special medicament was given. Mouriquand” 
in the same year reported on the accelerated or explosive eruption 
of teeth attributable to hypervitaminosis D, also admitting to an 
abnormal tendency of a congenital, hereditary or familial nature. 

Apart from the foregoing a delay in the eruption of the primary 
teeth beyond I year of age might be related to a systemic condition 
which is most likely to lie among a group which includes mongol- 
ism, cleidocranial dysostosis, cretinism, rickets, and congenital 
syphilis. 

CONCLUSION 


It has been stated that inheritance of dental anomalies is a recog- 
nized factor and a familial characteristic well above the limits of 
chance. Brennemann, however, asserts that there is little scientific 
knowledge of heredity of dental anomalies; in the literature there 
is scant agreement on the extent of any genetic influence on 
abnormalities other than missing teeth, opalescent teeth, and 
anomalies of form. The general conclusion from this study is 
that the time of eruption of the first deciduous tooth, no matter 
how early or how late, has no unwelcome significance at all if due 
attention has been paid to exclude associated congenital anomalies 
or systemic pathology; and that, if eruption is unduly delayed, 
probably only if there is no familial or hereditary trait need it be 
thought advisable to resort to radiographic examination to confirm 
or allay parental concern. 


SUMMARY 


An account has been given of the variation and the extremes of 
time for the appearance of the first deciduous tooth and the possible 
significance of precocious and delayed dentition discussed. 
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EOSINOPHILIC GRANULOMA OF THE LUNG 


Formerly the Hand-Schiiller-Christian disease and the 
Letterer-Siwe disease were thought to be primary disturb- 
ances of lipid metabolism associated with a disturbance 
of the intracellular enzymatic systems concerned with the 
formation of cholesterol. However, the close relationship 
of these conditions to eosinophilic granuloma of the bones 
has given rise to new aetiological concepts. Largely owing 
to the work of Mallory! and Lichtenstein,” it was appreciated 
that the ‘pathologic common denominator’ of all three 
conditions was a distinctive and apparently specific inflam- 
matory histiocytosis. Lichtenstein proposed the term ‘histio- 
cytosis X° for the whole group of conditions. 

Eosinophilic granuloma represents the mildest form of 
the malady, and many reports describe cases of eosinophilic 
granuloma in bones, either isolated, or associated with 
similar lesions involving soft tissues, lungs, kidneys and 
spleen.* 

In 1952 Lackey et al.® first reported cases of eosinophilic 
granuloma limited to the lungs. Whether this is the sole 
situation, or whether lesions are also present in extra-pul- 
monary sites but are not clinically detectable, remains for 
the future to decide.’ Eosinophilic granuloma involves 
the lung either in the form of discrete nodular masses of 
granulomatous tissue, or in the form of diffusely dissemin- 
ated granulomatous tissue. Later, parenchymal fibrosis 
becomes marked. These changes are not restricted to the 
lung parenchyma, but may be seen in the tracheobronchial 
tree, the lymph glands and the pleura. Associated with the 
changes is cystic development, which results from granulo- 
matous obstruction and later cicatricial constriction of the 
bronchiolar lumina. The resulting cysts vary in size from 
small blebs to giant bullae. The lungs may eventually present 
a honeycombed appearance. 

Histological studies demonstrate early accumulation of 
sheets of histiocytes and an associated inflammatory-cell 
infiltration consisting mainly of eosinophils, but also con- 
taining plasma cells. The granulomatous phase, in which 
fibroblastic activity occurs, is followed by the xanthomatous 
phase, in which isolated histiocytes or nests of histiocytes 


are transformed into foam-cells. The final stage—that of 
fibrosis—is the end phase of healing. There is no strict 
demarcation between the different stages and much over- 
lapping occurs. 

Clinically the condition affects any age and both sexes. 
The patients may be asymptomatic and detected only on 
routine screening of the chest, or they may present with 
chronic productive cough, haemoptysis, fever, night sweats 
and spontaneous pneumothorax. Later dyspnoea and 
extreme right-sided heart failure result from the extensive 
pulmonary fibrosis. 

Early on, X-ray examination of the chest shows generalized 
reticulation associated with miliary mottling. Later, diffuse 
soft nodular infiltrations of various sizes are seen. Fibrosis 
may be extensive, and so may the cystic changes, which 
vary from fine scattered cystic reticulation to bullous de- 
generation and advanced honeycombing. The mediastinal 
and hilar lymph glands may be extensively diseased. The 
differential diagnosis is wide, and pulmonary tuberculosis, 
sarcoidosis, various fungus infections and the reticuloses 
must all be considered. Lung biopsy is essential.* 

The outlook for a patient with eosinophilic granuloma of 
the lung is uncertain; but the dual danger of a ‘spill-over’ 
into the Letterer-Siwe or the Hand-Schiiller-Christian 
disease on the one hand, and of the development of crippling 
pulmonary fibrosis on the other, demands a guarded prog- 
nosis. Treatment of this disease is still highly unsatisfactory. 
ACTH, cortisone and X-ray therapy have all been tried 
with varying degrees of success. In general, however, 
the patients receiving various forms of therapy have 
fared no better than those receiving no therapy at all. 


1. Mallory, T. B. (1942): New Engl. J. Med., 227, 955. 
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INFEKSIETOESTANDE VAN DIE MAAGDERMKANAAL 


By ‘n vorige geleentheid! het ons aangetoon hoedat sulke 
siektetoestande soos maagkoors heeltemal onder beheer 
gebring kan word hoofsaaklik deur die toepassing van 
gesondheidsmaatreéls. Ons het die geskiedenis van hierdie 
siekte in sommige van die ouere Westerse lande geskets en 
daarby gewys hoedat die sterftesyfer van maagkoors met meer 
as 99 persent gedaal het in gebiede waar bevredigende 
beheer uitgeoefen word oor watervoorsiening, waar ‘n 
stelsel van waterbeheer bestaan, en waar daar fasiliteite 
is vir die afsondering van besmetlike gevalle en vir die beheer 
van voedselhantering in al sy aspekte. 
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Behalwe maagkoors, waarna ons hierbo verwys het en 
wat in *n groot mate onder beheer gebring is deur die doel- 
treffende toepassing van gesondheidsmaatreéls, is daar nog 
’n groot aantal infeksietoestande van die maagdermkanaal 
wat as siektegroep nog een van die hoofoorsake van sterftes 
in ons land vorm. So skryf Truswell,? byvoorbeeld; ,Maag- 
dermonsteking word aangegee as die gesertifiseerde oorsaak 
van dood in 721 gevalle in Kaapstad vir die jaar geéindig 
op 30 Junie 1955°. Hansen* sé: ,Dit word bereken dat 
in een gebied in Suid-Afrika 10 persent van die Bantoe- 
kinders gedurende hul eersie lewensjaar aan diaree-toe- 
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stande beswyk’. Robertson* verklaar: ,Die kindersterfte- 
syfer vir infeksietoestande van die maagdermkanaal was 
in 1958 by Blankes 3-1 per 1,000 kinders wat lewendig 
gebore is, en by nie-Blankes was die syfer 42-1. . . . Dit is 
nie moontlik om soortgelyke syfers te gee vir die insidensie 
van die siekte nie aangesien gevalle van infeksietoestande 
van die maagdermkanaal nie siektes is wat aangemeld moet 
word nie’. Ook sterf daar jaarliks honderde babatjies aan 
enteritis en duisende persone aan sogenaamde somer-diaree. 

Die bewyse bestaan dus dat toestande soos diaree en 
enteritis nog baie algemeen voorkom. En daarby weet 
ons dat hierdie siektes in ’n groot mate deur vlieé versprei 
word. Na analogie van die uitwerking wat die strenge 
toepassing van gesondheidsmaatreéls op die verminderde 
voorkoms van maagkoors gehad het, kan ons nie anders 
nie as om dergelike maatreéls aan te beveel by die bestryding 
van enteritis en diaree. Trouens, hierdie siektes behoort 
deur wetgewing aanmeldbare siektes gemaak te word, want 
dit sal ons dan beter in staat stel om, onder andere, ’n na- 
sionale program van bestryding van vlieé dwarsoor die 
land te onderneem. 

Ten spyte van die feit dat die huisvlieg “n weerstand 
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ontwikkel het teen ’n groot aantal insekdodende middels 
wat vandag gebruik word, kan daar tog baie gedoen word 
om hierdie plaag doeltreffend te bestry. In ’n artikel wat ons 
elders in hierdie uitgawe plaas, word die rol van die ,sosiale 
spinnekop’ by die bestryding van infeksietoestande deur 
die huisvlieg beskryf. Dit is verblydend om te weet dat ’n 
probleem soos die bestryding van vlieé alreeds met sukses 
aangepak word selfs op uitgestrekte plase. 

Die artikel waarna ons nou net verwys het handel maar net 
oor een moontlike metode van benadering van die probleem 
van die bestryding van vlieé. Indien ons sukses verwag, moet 
die probleem egter op veel groter skaal aangepak word soos 
byvoorbeeld gedoen word deur die instandhouding van 
*n malaria-veldpersoneel in die Transvaal vir die uitwissing 
van malaria. En, indien ons die hoop koester om nie net 
vlieé suksesvol te bestry nie, maar al die maniere waarop 
en middels waardeur die infeksietoestande waaroor ons 
skryf versprei word, sal ons °n doelgerigte en volgehoue 
poging op ’n landswye basis moet daarstel. 

1. Van die Redaksie (1959): S. Afr. T. Geneesk., 33, 641. 
Truswell, A: S. (1957): Ibid., 31, 446 


a 
3. Hansen, J. D. L. (1957): Ibid., 31, 452. 
4. Robertson, I. (1957): /bid., 31, 441. 


CERVICAL INCOMPETENCE AND SECOND TRIMESTER ABORTIONS* 


F. N. Neser, M.D. (RAND), M.R.C.O.G., 
Assistant Gynaecologist and Obstetrician, Department of Gynaecology and Obstetrics, University of Pretoria 


The recognition of cervical incompetence as a cause of 
some second-trimester abortions is generally accredited to 
Shirodkar '» ? and Lash and Lash.* Since the publication of 
their work the condition has excited considerable interest in 
Europe, America and Australia. In South Africa, however, 
it seems to have received scant attention.t In this article the 
available literature on the subject is reviewed and the 
experience gained in the management of 9 such cases is 
summarized. 

Cervical incompetence is usually ascribed to previous 
trauma to the internal os of the cervix. It is suggested that 
this injury weakens the sphincteric action of the internal os 
to such an extent that it is unable to withstand the increasing 
intra-uterine pressure during pregnancy. The result is that a 
gradual and painless dilatation of the cervix takes place, 
terminating with an abortion at some time during the second 
trimester. Abortion is often preceeded by sudden spontaneous 
rupture of the membranes, or by a watery discharge of liquor 
amnii for several days. 

A more detailed picture of the condition can be obtained 
by considering the following points of interest which have 
been culled from the available literature. 


FROM THE LITERATURE 
History 
A careful evaluation of the history of patients who have 
sustained second-trimester abortions is valuable. Cervical 
incompetence rarely manifests itself during a first pregnancy, 
but it should be noted that congenital weakness of the cervix 


* Paper presented at the 7th Interim Congress of the South 
African Society of Obstetricians and Gynaecologists (M.A.S.A.), 
Pretoria, August 1958. 

+ See, however, Adno, J. (1958): S. Afr. Med. J., 32, 1189, 
and Editorial (1958): Jbid., 32, 1079. 


has been reported.‘ According to Barter ef al.,° sudden 
loss of the amniotic fluid between the 16th and the 28th 
weeks of pregnancy, not preceeded by painful contractions, 
is the most striking feature in the history. 

A watery vaginal discharge may also precede abortion by 
several days. This occurs when the unruptured membranes 
bulge into the vagina; the discharge is thought to be due to 
the fact that the amniotic epithelium secretes liquor in both 
directions after the continuity of the chorion has been dis- 
rupted. 

McDonald® noted that many patients complained of some 
lower abdominal discomfort before abortion occurred, while 
in a number of cases the feeling of a lump in the vagina, due 
to bulging of the sac of forewaters, was the presenting 
symptom. 

A history suggestive of previous trauma to the cervix is 
nearly always obtainable, and the following types of injury 
have been held culpable by various authors: Curettage after 
abortion, attempts at criminal abortion, overzealous dila- 
tation and curettage for dysmenorrhoea or for diagnostic 
purposes, deep lacerations from a previous delivery, pre- 
cipitate labour, traumatic forceps delivery, extraction of 
shoulders through a constriction ring, Diihrssen’s incisions, 
amputation of the cervix, vaginal hysterotomy or Caesarean 
section, and abdominal lower-uterine-segment Caesarean 
section or hysterotomy. 

An important point in the history of these cases which has 
not been previously stressed, is that in late cases the foetus is 
nearly always born alive, and that in earlier cases the products 
of conception are fresh. The delivery of a dead or macerated 
foetus, or products of conception which are obviously not 
fresh, is strongly against cervical incompetence as the cause 
of abortion. 
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Clinical Findings 

An almost unequivocal diagnosis of cervical incompetence 
can be made if a speculum examination of the patient is done 
when abortion is impending. In these cases the cervix is 
found to be well effaced and partially dilated. The intact 
bag of forewaters is seen to bulge into the vagina without 
tension (Fig. 1), and it can easily be reduced by gentle pressure 


Fig. 1. 


Showing the intact bag of forewaters bulging 
into the vagina. 


from a wet sponge. Glistening areas in which the amniotic 
epithelium has been exposed by denudation of the chorion, 
are often visible, and in this event a watery vaginal discharge 
is invariably present. The uterus is soft and contractions are 
not often detected before the membranes have ruptured. 

In the non-pregnant state, extensive lacerations resulting in 
a patulous type of cervical canal may be found. More often, 
however, the cervix appears to be normal. The diagnosis 
may be suspected if a uterine sound passes without resistance 
through the internal os; and if the sound can be moved 
from side to side throughout the entire length of the cervical 
canal the competence of the cervix is very much suspect 
indeed. According to Johnstone,’ the fact that an 8 mm. 
dilator can be passed without resistance is also very suggestive. 


Special Investigations 


In 1953 Rubovits ef al.* suggested that a definitive diagnosis 
could be made radiologically. Two techniques were employed. 
In one, a rubber balloon filled with a radio-opaque medium 
was introduced into the uterine cavity. X-ray pictures were 
then obtained while traction was applied to the balloon. In 
normal cases it could not be pulled into the cervical canal, 
but in cases that were considered to have an incompetent 
cervix it could be shown to fill the abnormally dilated passage. 
The other technique used was that of hysterosalpingography. 
Normally the internal os grips the cannula firmly, so that the 
junction between the cervical canal and the uterine cavity 
is demarcated quite clearly. In the abnormal cases, however, 
it was found that this junction could no longer be clearly 
seen, and that the cervical canal filled with varying amounts 
of lipiodol, according to the degree of incompetence of the 
cervix, 

_ Hunter er al.® made hysterographic studies of the uterus 
in cases of 2nd-trimester abortions, before and after the 
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cervical canal had been irrigated with solutions of bromelain 
and papain. By this method they attempted to define 3 types 
of incompetent cervix. If the initial hysterogram showed an 
incompetent type of os, with no change after irrigation, the 
cervix was considered to be congenitally incompetent, and 
unlikely to respond to a repair operation. If, on the other 
hand, the initial X-ray examination revealed a competent 
cervix which became incompetent after irrigation with 
bromelain and papain, the cervix was considered to be 
physiologically incompetent, and more likely to respond to 
repair. When the initial hysterogram revealed a localized 
defect of the cervical canal, structural incompetence was 
diagnosed, and these cases were found to be particularly 
suitable for repair operations. 


Treatment 


The treatment in all cases has consisted of some attempt to 
repair or strengthen the internal os of the cervix. 

Shirodkar':? inserted a fascia-lata suture around the 
cervix at the level of the internal os, in pregnant and non- 
pregnant women, while Barter ef al.° used a similar technique 
in non-pregnant women only. A purse-string type of suture 
of non-absorbable material, inserted approximately at the 
level of the internal os during pregnancy, was employed by 
Johnstone’ and McDonald.® 

Operative repair of cervical defects in the non-pregnant 
state was preferred by Baden,'® Rubovits ef al.,° and Palmer* 
and Lacomme; and Lash and Lash,* who found that the 
injury or defect in the cervix could invariably be shown to 
be situated anteriorly, have advocated a rather extensive 
type of repair operation. 


Results of Treatment 


A summary of the various types of treatment so far 
employed, and the results obtained, is given in Table I. It 


TABLE I. SUMMARY OF TREATMENT OF CERVICAL INCOMPETENCE 
REPORTED IN THE LITERATURE 


No. of No. of 
Author Cases Method of Treatment Successes 
Treated 

Barter et al.* 22 Cervix repaired with fascia lata 
at level of internal os i4 

McDonald* 70 Silk purse-string suture inserted 
when abortion threatened 33 

Baden and Baden'® om 1 Trachelorrhaphy when mem- 
branes were bulging at 24 weeks 1 

Rubovits ef .. a Trachelorrhaphy in non-preg- 
nant state 3 

Lash and Lash* .. os 6 Repair in region of internal os 
in non-pregnant state 5 

Johnstone’ = Re 3 Trachelorrhaphy just after abor- 

tion | case. Silk suture during 
pregnancy 2 cases 2 

Palmer and Lacomme* 1 Trachelorrhaphy in non-preg- 
nant state 1 

Shirodkar* ‘eo a6 43 Fascia-lata repair at level of 
internal os during pregnancy M“ 

Shirodkar® 56 Fascia-lata repair in non-preg- 
nan* state 45 
Total .. 138 

(67%) 


is immediately apparent that the results are essentially 
similar, and that none of the methods appear to have any 
particular advantage over any of the others. In all, 206 cases 
have been treated, with 138 successes. The proportion of 
successes may not seem large, but it should be remembered 
that the patients were all women who had suffered so many 
consecutive miscarriages that they had begun to despair of 
ever having any more children. 


959 
dels 
vord 
ons 
siale 
deur 
it 
kses 
net 
ines 
oth 
dis- 
yme 
hile 
due 
ting 
x is 
jury 
fter 
lila- 
stic 
pre- 
of 
ean 
ean 
has 
iS is 
icts 
ited 
not 
use 


+ 


724 S.A. MEDICAL JOURNAL 


Fig. 2. For explanation see text. 
REPORT ON 9 CASES 


Nine women who were diagnosed as suffering from an 
incompetence of the cervix were encountered in the hospital 
and private practices of staff members of the Pretoria Hospital 
(Table Il). These patients had sustained between 2 and 8 
consecutive 2nd-trimester abortions before being treated. 
Amongst them they had 56 pregnancies, which resulted in the 
birth of only 12 viable infants. 


Fig. 3. Showing the same patient as in Fig. 1 after the suture 
had been inserted. 
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Fig. 4. For explanation see text. 


In 7 cases the women were seen for the first time during 
pregnancy, and the diagnosis was made on the previous 
history and the appearance of the cervix at the time of 
examination. Two patients were seen when they were 
threatening to abort, and in these cases the diagnosis was 
established by the finding of a well-effaced and partially 
dilated cervix, with bulging membranes, in the absence of 
uterine contractions. 


Treatment 


In all but one case the treatment consisted of the insertion 
of a non-absorbable purse-string type of suture into the 
cervix at about the level of the internal os during pregnancy. 
In the remaining case a similar suture of No. 3 chromic 
catgut was used. 

The technique is extremely simple (Fig. 2). The cervix, 
having been grasped with a vulsellum, or any other suitable 
type of forceps, is pulled gently downwards. A small incision 
through the skin is made at the level where the smooth 
epithelium of the cervix ends and the rugosities of the vagina 
begin. This point corresponds more or less with the level of 
the internal cervical os. The point of a needle carrying a 
No. 3 silk suture is inserted through the incision, and brought 
out as far laterally as possible. The needle is reinserted at 
the point of exit, and again brought out at some distance 
from the point of insertion. In this way, after 4-5 bites 
have been taken, and the needle has eventually emerged 
again through the original site of entry, the cervix is sur- 
rounded at the level of the internal os by a purse-string type 
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of suture. The depth at which the suture is placed should 
not exceed 2-3 mm. 

Once the suture has been inserted it is pulled fairly tight 
and knotted. The degree of tension which can be applied 
with safety is a matter of experience, but if a uterine sound 
can afterwards be passed through the cervical canal without 
obstruction there need be no fear that the tension will be so 
great as to cause necrosis. The ends of the suture are left 
long so that they can easily be found later, when they have 
to be divided (Figs. 3 and 4). 

A point of practical importance, emphasized by McDonald,*® 
is that particular care should be taken to insert the suture 
firmly in the posterior aspect of the cervix. It is at this point 
that it tends to tear out, if it does so at all. 

After the operation the patients were kept in bed for 4-5 
days. During this period painful uterine contractions often 
occurred, but they disappeared in all cases within 48-72 
hours. The suture seemed to be well tolerated, and the 
manipulations to the cervix did not lead to immediate 
abortion in any case. 

On being discharged from hospital the women were told 
to avoid all strenuous activities, but apart from this no 
special precautions were taken. 

Nine patients who were thought to be suffering from 
cervical incompetence were treated in this way; the results 
are summarized in Table Il. No particular stage of preg- 


TABLE Il. SUMMARY OF 9 CASES OF CERVICAL INCOMPETENCE 
TREATED AT PRETORIA HOSPITAL 
No. of No. of 


Case Previous Viable 
Pregnancies Children 


Treatment Outcome 


1 2 0 Nylon purse-string suture 
M.D.V at 24 weeks. Progesterone 
implant Aborted at 28 weeks 
2 13 2 Silk purse-string suture at Aborted prem. twins 
M.M. 8 weeks. Reinserted at 18 at 28 weeks. Fundus 
weeks size of 34 weeks 
3 8 0 Silk purse-string suture at 
L.J.S. 16 weeks. Primolut depot Delivered live child 
125 mg. weekly at 37 weeks 
4 6 4 Silk purse-string suture at Delivered live infant 
M.C.D. 16 weeks at 38 weeks 
5 3 1 Silk suture at 12 weeks. Prem. twins born at 
G.B. Reinserted at 16 weeks. 30 weeks. One sur- 
Primolut depot 125 mg. vived. Uterus en- 
weekly. larged to 36 weeks 
6 8 1 Silk suture at 10 weeks. 
M.A. Primolut depot 125 mg. Live child born at 
weekly for 20 weeks 37 weeks 
7 5 1 No. 3 chromic catgut 
G.M. suture inserted at 15 Aborted 12 days 
weeks when membranes later when chromic 
were bulging suture snapped 
8 5 0 Silk suture inserted at 15 
J.E.L. weeks Aborted at 24 weeks 
9 6 3 Silk suture inserted at 14 
C.E.M. weeks. Progesterone im- 
plant Aborted at 26 weeks 
Total 56 i2 


nancy was selected for the operation, the suture being inserted 
as soon as the diagnosis had been made. Of the 9 patients 
treated only 4 were eventually delivered of infants which 
survived. The number of successes is disappointing when 
compared with the results which have been published by 
other authors, but the series is so small that no real signifi- 
cance can be attached to this figure. Furthermore it is 
possible that 2 of the recorded failures may well have carried 
to term but for unforeseen circumstances. In case 7 a chromic 
catgut suture was unfortunately inserted into the cervix. 
When the gut gave way 12 days later the patient aborted 
almost immediately. Had a silk suture been used instead, 
it is possible that the pregnancy might have continued until 
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the foetus had become viable. Case 2 turned out to have a 
twin pregnancy. When the fundus had enlarged to the size 
of a 34-week pregnancy, the suture tore out and the patient 
aborted. A single foetus in this case might well have been 
retained long enough to have become viable. 

It will be noted that some form of progesterone therapy 
was employed in many cases as well, and this makes it 
difficult to assess the true value of the sutures which were 
inserted. It can only be emphasized that they had all received 
progesterone therapy during previous unsuccessful preg- 
nancies. 

The following brief description of 3 cases illustrates the 
difficulties which may be encountered in the treatment of 
these patients: 

Case 6 

Mrs. M.A., aged 33 years, was seen for the first time when 14 
weeks pregnant. She had suffered from 6 previous abortions, all 
between the 16th and 28th weeks of pregnancy. When seen again 
4 weeks later, she complained of a watery vaginal discharge. A 
speculum examination showed the cervix to be 3-fingers dilated, 
with the membranes bulging into the vagina, in the absence of 
uterine contractions. 

The patient was immediately hospitalized and after the bulging 
membranes had been reduced, a silk purse-string suture was 
placed around the cervix. She suffered from sporadic uterine 
contractions for a few days thereafter, but soon settled down. 
Ten days later, however, such violent contractions developed that 
the suture had to be divided, and she aborted almost immediately 
afterwards. 

She was seen again a year later (March 1957) and found to be 8 
weeks pregnant. Fourteen days later another purse-string suture 
was placed around the cervix, and she was discharged on the 10th 
post-operative day. Weekly injections of depot progesterone were 
administered until the 30th week of pregnancy. Gestation continued 
uneventfully until the 37th week, when the membranes ruptured 
spontaneously. The silk suture was immediately removed, and a 
live infant weighing 6 Ib. 6 oz. was born 12 hours later. 

Case 5 

Mrs. G.B., aged 22 years, underwent a lower-uterine-segment 
Caesarean section after a failed forceps operation in May 1954. 

She became pregnant again a year later. The pregnancy pro- 
ceeded uneventfully until the 26th week, when the membranes 
ruptured spontaneously. A premature infant weighing 2 Ib. was 
born 11 hours later and died after 18 hours. 

Ten months later she was again pregnant. The pregnancy 
ended at 18 weeks with an almost painless abortion. At a 
subsequent examination after 6 weeks, it was found that a uterine 
sound could be moved from side to side throughout the entire 
length of the cervical canal. Cervical incompetence was suspected, 
and the patient was asked to return later for hysterography. 

When seen again in June 1957 she was about 12 weeks pregnant. 
She was immediately hospitalized, and a silk purse-string suture 
was placed around the cervix on the following day. Slight vaginal 
bleeding persisted post-operatively and, a month later, speculum 
examination revealed that the suture had torn out posteriorly. 
The old suture was removed, and another inserted. Subsequent 
rapid enlargement of the uterus suggested the possibility of a 
twin pregnancy or hydramnios. When the pregnancy had advanced 
to 30 weeks, and the uterus had reached the size of a 36-week 
pregnancy, strong contractions ensued, and the suture had to be 
removed. Premature twins weighing 2 lb. 6 oz. and 2 Ib. 12 oz. 
were born 1} hours later. The smaller infant died after 10 hours 
but the other survived. 


Case 7 


Mrs. G.M., aged 31 years, was first seen in September 1955, 
when approximately 8 weeks pregnant. She had one child, 7 
years old, as a result of a normal confinement in 1948. Sub- 
sequently she had 4 consecutive abortions between the 14th and 
16th weeks of pregnancy. In all cases the abortion was preceeded 
by a watery vaginal discharge, followed by painless rupture of 
the membranes 3-4 days later. 

When the present pregnancy had advanced to about 15 weeks, 
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the patient complained that she again had a watery vaginal dis- 
charge. Speculum examination showed the cervix to be approxi- 
mately 2 cm. dilated and well effaced. The membranes were 
bulging through the opening, and a few small areas where the 
chorion had been denuded, thus exposing the glistening amnion, 
were observed. She was immediately hospitalized, and a No. 3 
chromic catgut purse-string suture was placed around the cervix. 
The post-operative course was uneventful, and the patient was 
discharged on the 7th day. On the 12th post-operative day, 
however, she aborted suddenly. Subsequent speculum examination 
revealed the broken chromic suture, still adherent to the anterior 
lip of the cervix. 


DISCUSSION 


At this stage it is pertinent to ask whether cervical incon- 
tinence really exists as an entity, and it must be admitted 
that this has by no means been conclusively demonstrated. 
The syndrome has been described by a number of authors; 
but enthusiasts are sometimes carried away by their own 
enthusiasm, and their energy often serves to convert others to 
their point of view. 

In the first place, X-ray photographs purporting to demon- 
strate incompetence or structural abnormalities of the internal 
os are hardly convincing. I have seen a number of cases 
where hysterograms which were obtained for other purposes 
showed apparent incompetence of the internal cervical os. 
Yet none of these women had shown any tendency to repeated 
abortions. 

Secondly, it can easily be demonstrated that a uterine 
sound can be moved from side to side in the cervical canal 
of many multiparous women who have never had a mis- 
carriage. Nevertheless, the results of treatments which have 
been published to date do suggest that some sort of cervical 
syndrome must exist. Furthermore, to anyone who has had 
an opportunity of examining a case of this nature during the 
process of abortion, the bulging of the membranes through 
the effaced cervix, in the absence of detectable uterine con- 
tractions, must seem significant. In the present state of our 
knowledge, however, it is not easy to decide whether the 
tendency to abortion is actually due to a weakness of the 
cervix or, perhaps, to an incoordination between its function 
and that of the uterine body which we are as yet unable to 
detect. 

In the final analysis the problem is a diagnostic one. If 
all women who have had previous abortions were treated 
for cervical incompetence, the results of the treatment would 
naturally appear to be very favourable. If, on the other hand, 
only those patients who are thought to be suffering from 
cervical incompetence were treated, poor selection, due to 
inaccurate diagnosis, would lead to very inferior results and 
unfair condemnation of the method. 

In my opinion, therefore, until more accurate diagnostic 
methods have been devised, only those patients in whom the 
cervix can be seen to be giving way should be treated as cases 
of cervical incompetence. By adopting this attitude we shall 
be better able to assess the efficacy of treatment and the 
validity of the diagnosis of cervical incompetence. It is 
suggested that all women who are suspected to be suffering 
from cervical incompetence should have a speculum examina- 
tion at weekly intervals, and that only those patients in whom 
progressive effacement and dilatation of the cervix occurs 
should be accepted for operation. This attitude has been 
adopted by McDonald,* and it is probable that his series of 
cases is the only one to date which represents the true picture 
of the condition (Table I). 
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An interesting objection to the theory of incompetence of 
the internal cervical os was offered by Danforth, when com- 
menting on a paper by Rubovits et al.* He alluded to the 
accepted theory that the upper portion of the cervix normally 
becomes incorporated into the uterine body during Preg- 
nancy, to form the lower uterine segment. Recent studies 
by de la Harpe’* have confirmed this theory, and it would 
seem that incompetence of the internal os can play no part 
in the abortion syndrome under discussion. If, therefore, 
cervical incompetence does exist as an entity, it must be 
conceived of as an incompetence or weakness of the cervix 
as a whole, and not merely as incompetence of the internal 
os alone. The finding that many women in whom a portion 
of the cervix has been amputated tend to have repeated 
abortions" also suggests that competence of the internal os 
is not of cardinal importance in this respect and, incidentally, 
casts doubt upon the validity of hysterograms which purport 
to demonstrate incompetence of the internal cervical os. 


In the present state of our knowledge there would seem 
to be little to be gained from classifying cases under the 
headings congenital, physiological, traumatic, or anatomical. 
A great deal of basic research into the physiology of uterine 
action and its effect on the cervix is needed before a realistic 
classification can be attempted. Gradual dilatation of the 
cervix during pregnancy could, for instance, equally well be 
due to an inherent or acquired resistance of the uterine 
musculature to stretching, as to a weakness of the cervix. 
In this connection the work of Hunter et al. is most stimulat- 
ing, and further studies along these lines seem to offer some 
hope of clarifying the problem. 

A number of treatments has been devised to combat or 
cure cervical incompetence. Roughly, they can be divided 
into those which seek to obtain a permanent cure, and those 
which aim only at temporary alleviation of the condition. 
The operations which have been designed to cure the con- 
dition permanently are open to criticism on several grounds. 
In the first place the procedures are usually fairly radical and, 
in the pregnant patient, may in themselves be sufficient to 
induce uterine contractions. Secondly, the scar tissue formed 
as a result of the operation may result in an inability of the 
cervix to dilate so that Caesarean section is a common 
sequel. If, on the other hand, normal labour should occur, 
stretching of the scar tissue may result in re-establishment of 
the state of incompetence. 


Procedures which aim at supporting the cervical canal 
temporarily have been shown to be as effective as any other 
measures and they are not associated with any of these dis- 
advantages. The insertion of a purse-string suture consisting 
of some inert material such as silk or nylon around the cervix, 
is a simple procedure. It causes very little local or general 
disturbance, and can be repeated without harm as often as is 
necessary during the same or subsequent pregnancies. It 
can be removed quite easily before or during labour, and 
there need be no fear of sufficient fibrosis to cause a degree 
of cervical stenosis necessitating Caesarean section. 

I am, therefore, convinced that simple suturing of the 
cervix is the method of choice for most cases, and that, at 
present, it should only be employed in those patients in 
whom progressive dilatation of the cervix has been observed 
during pregnancy. 
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cated A CASE OF POLYSEROSITIS (CONCATO’S DISEASE) 
al os 
tally A DISCUSSION OF ITS POSSIBLE RELATIONSHIP TO COLLAGEN DISEASES 
rport A. L. AGRANAT, M.D. (Dust.), M.R.C.P. (Eptn.), D.T.M. & H. (RAND), Senior Physician, Johannesburg General Hospital 
seem My purpose in reporting the following case is not only to Blood examinations. Haemoglobin (7): 15-3 - 16-5 g.%. Leu- 
r the describe a comparatively rare condition but also to review “March 14 4 "April 11-0 (neutrophils 
nical. the aetiology and the possible relationship of a group of 6. 755 o monocytes, 2-10°%, lymphocytes 6-25°%, eosinophils— 
erine similar cases to the collagen diseases. 4-5, 11-5, 8-0, 16-5, 11-0, 1-0 and 0%). Sedimentation 
listic rate ba 10, 2, 6 and 2 a Bing per hour. Co omment: The raised 
the CASE HISTORY leucocyte count in February may have been due to a gluteal 
abscess. At no time was there a monocytosis or a raised sedi- 
Il be A European male, a metallurgist, aged 28 years, referred by Dr. entation rate. An eosinophilia persisted till the end of January. 
erine N. K. Cath of Welkom, O.F.S., was admitted to a nursing home 
pair under my care on 14 December 1958 for bilateral pleural effu- X-rays of chest. December 1958 to January 1959 (6+), bilateral 
nVIX sions, a pericarditis and a hectic temperature. The history was _ Pleural effusions and pericardial effusion (Figs. 1 and 2). February 
ulat- of insidious onset: The patient, a healthy young man, found to April 1959 (3), pleural effusions absorbed (Fig. 3). No evidence 
some that he was losing weight and energy from about March 1958. of pulmonary tuberculosis, hydatid disease or other pathology. 
About the middle of November a left pleural effusion was Tuberculosis. Mantoux test 1 in 1,000 (1) negative after 48 
followed very soon by signs of bilateral pleural effusions and a hours. Sputa (6) negative. Pleural fluid: direct examination (3) 
it or pericarditis. Intensive antituberculous treatment was commenced negative; culture (3) negative; biological test (2) negative; micro- 
ided towards the end of November 1958. Accompanying X-ray films scopic examination showed lymphocytes, polymorphonuclear 
hose and an electrocardiogram confirmed the diagnosis of bilateral jeucocytes, and clumps of mesothelial cells; total proteins 4-2 g.°%; 
tion pleural effusions and a pericarditis. There was also a history of specific gravity 1,017. Pleural biopsy negative. 

: recurrent attacks of dysentery during the previous 3 years— Hydatid and bilharzia. Hydatid complement-fixation test (2) 
con- diagnosed as mild ulcerative colitis although sigmoidoscopy was positive. Casoni test (1) negative. Bilharzia C.F.T. (1) negative. 
inds. as the time his No clinical or radiological evidence to suggest hydatid disease. 

the dysentery ha en temporarily controlled with salicylazo- 
oa sulphapyridine. During the next 2 or 3 weeks a very persistent Stools (3), ont 8 pane bacteria and pus cells; negative. 
her intermittent temperature with tachycardia continued. Dyspnoea, Sigmoidoscopy (15 cm.), no ulceration. ; 
med sweating, anorexia and slight loss of weight were noted. Widal test (1) for typhoid, melitensis and proteus, negative. 
f the From mid-December 1958, repeated examinations confirmed Liver function tests (1), showed marked hepato-cellular changes: 
mon the persistence of pleural effusions. The pericarditis was recognized —_thymol turbidity test, 5-0 units; thymol flocculation, 3+ ; colloidal 
sour by the ECG changes and X-rays. No pleural or pericardial rub red, 4+; cephalin cholesterol flocculation, negative (24 hr.); 

i was audible. The only additional feature, which became more Takata Ara reaction, 1+; zinc sulphate turbidity, 20-6; total 
nt o evident towards the end of December, was ascites. Negative  |jpid, 491; alkaline phosphates, 6: 73 Van der Bergh reaction, 

features were the absence of any significant rash, adenopathy, negative; bilirubin (direct), 0-2 mg. ’ Yor (total), 0-4 mg.%; total 
anal enlargement of spleen, or albuminuria. The joints were not protein, 7-6 g.%; albumin, 3-0 g.%; globulin, 4-6 g.%; gamma 
re involved; there was no pain; there were no superficial lumps, nO gjobulin, 2:20 g.%; cholinesterase, 100% of average normal 
rt er history of asthma, and the reflexes were all present. The X-ray activity; and mucoprotein, 240 mg. oy” 
dis- showed some enlargement of the liver. Electrolytes (4), showed a hypokalaemia (before and after 
sting Pending investigations, active antitubercular therapy Was  ctoroids were prescribed) 
rvix continued. Because of the uncertain aetiology and the suspicion ‘ : 958 19 

° that other organisms besides the tubercle bacillus may be respons- Electrocardiogram. December 1958 to January 1959, changes 
reral ible for a polyserositis, additional treatment with a full course of | COmpatible with pericarditis. February 1959 to April 1959, pattern 
as is anti-amoebic therapy (emetine and aralen) and of broad-spectra Teverted to normal. 

It er an intensive course of chloromycetin, was _4dditional Investigations for Collagen Disease 
and ‘ : The possibility of this being a collagen disease was considered 
gree Routine Investigations from the time of the admission of the patient. Involvement of the 
Tuberculosis has always been stressed in the past as a possible serous cavities, pericardial, | pleural, and peritoneal, offered a 
cause of polyserositis, often resulting in a constrictive pericarditis suggestion of the disease being in some way related to systemic 
the (Pick’s disease). Tests for tuberculosis were predominant in the lupus erythematosus or, perhaps, periarteritis nodosa, notwith- 
t, at routine investigations in this case. standing the absence of many clinical features associated with these 
s in Investigations cover a period of about 3 months—from early diseases. It has become fashionable to suggest the use of steroids 
rved December 1958 to April 1959. The results were as follows (the in many conditions which await further clarification regarding 
| figures in brackets indicate the number of times the examinations aetiology. It is not surprising, therefore, that one should think 
were carried out): along these lines—as was the case here. However, since in the 


Fig. 1. 24 November 1958. Onset with pericardial effusion and 
left-sided pleural effusion. 


Fig. 2. 11 December 1958. Bilateral pleural effusion which 
persisted to the end of January 1959. 


Fig. 3. 16 February 1959. 14 Days after steroid therapy both 
pleural and pericardial effusions have disappeared. 
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past tuberculosis has always been stressed as a possible cause of 
polyserositis, caution had to be exercised in the administration of 
steroids even though the patient was having streptomycin and 
isoniazid in full doses (24 November—4 March 1959). 

Whilst active antitubercular therapy was being pursued, the 
following investigations for collagen disease were carried out: 

Lupus erythematosus cells (5), negative. 

Pleural biopsy (1) on 20 January 1959 by Mr. D. Adler. Dr. J.C. 
Wagner of the South African Institute for Medical Research, 
Johannesburg, reports: “Sections . . . show the presence of two 
fragments of parietal pleura in which there is a non-specific chronic 
inflammatory change.’ 

A personal request to Dr. Wagner to review slides for any 
evidence of collagen disease confirmed his previous impressions 
that there was no evidence of this in any form. 

Biopsy of skin and muscle (1) on 13 February 1959 by Mr. Max 
Tucker. Dr. J. C. E. Kaufmann, of the South African Institute 
for Medical Research, Johannesburg, reports: ‘Histological 
examination of a section from this specimen of skin from the calf 
over the region of the gastrocnemius muscle, cut at different levels, 
shows the presence of some follicular plugging, an area of atrophy 
of the epidermis, a suggestion of slight endothelial swelling of the 
small vessels, one or two small foci of perivascular round-cell 
infiltrate, and a tendency to condensation of the peri-adnexal 
collagen around the pilosebaceous follicles. No significant patho- 
logical change has been observed in a section taken from the 
subcutaneous fibre fatty tissue. A section from the specimen 
from the gastrocnemius muscle shows the presence of a very 
occasional thin fibre but no other significant pathological change. 
No definite evidence of periarteritis nodosa or other collagen 
disease has been observed in the sections examined.” 

On 20 April 1959 the mucoprotein was 263 mg.°;. C-reactive 
protein was 4+ positive. The paper-electrophoretic pattern was: 
Total proteins, 7-6 g.%; albumin, 45-2°,—3} g.°%: alpha 1 


globulin, 7-2°.—0-55 alpha 2 globulin, 16-2°,—1-24 ¢.%; 
beta globulin, 17-8°,—1-35 g.°%; and gamma globulin, 13-6°,— 
1-03 g.°¢. Macroglobulin estimations were not available. Com- 
ment. No definite evidence of collagen disease was found. 
Progress on Steroid Therapy 

This was begun on 27 January 1959 with 60 mg. of prednisone 
(Delta Stab) daily. The general condition of the patient improved 
and the pleural effusions diminished rapidly. An X-ray of the 
chest on 16 February 1959 (Fig. 3) showed complete absorption 
of the fluid after about a fortnight. The dosage of steroid was 
gradually reduced. All antitubercular treatment was discontinued 
on 4 March 1959. 

The patient was discharged from the nursing home on 14 March 
1959, 3 months after admission, feeling comparatively well again. 
The pleural effusions had disappeared and there was no evidence 
of residual pericarditis or ascites. 

On 20 April 1959, about 5 weeks after discharge from hospital, 
the patient was seen again. He reported fair progress. He felt 
tired and complained of some pain in the right shoulder joint, 
aggravated by deep breathing. There was no undue breathlessness 
or oedema. There was no history of cough or pyrexia. He had a 
mild cushinoid appearance. His temperature was 98° and his 
blood pressure was 120/90 mm. Hg. Clinically, his heart was not 
enlarged—no rub, no murmurs and no gallop were heard. There 
was no evidence of fluid in the pleural cavities and no definite 
evidence of ascites, although the abdomen looked slightly distended. 
The liver and spleen were not palpable. 

Clinically, therefore, there had been no return, thus far, of serous 
effusions whilst a daily maintenance dose of 5 mg. of prednisone 
was continued and antitubercular treatment had been discon- 
tinued for about 6 weeks. 


DISCUSSION 


What is meant by the term polyserositis? 

A review of the literature shows that there is a tendency to 
discuss polyserositis in relation to constrictive pericarditis, 
particularly of tuberculous origin. 

In 1896, Pick (quoted by White*) described 3 cases of 
constrictive pericarditis with ‘pseudocirrhosis of the liver 
resulting from chronic adhesive pericarditis involving the 
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mediastinum’. Two cases were due to tuberculosis and the 
third was of unknown aetiology. 

Osler® (1920) says: ‘In all forms of chronic peritonitis . . . 
polyorrhymenitis, general chronic inflammation of the 
serous membranes, Concato’s disease (as the Italians call it) 
may occur in this form as well as in the tuberculous variety. 
The pericardium and both pleurae may be involved.” 

In 1942, Harrison and White* reviewed a series of 37 cases 
of constrictive pericarditis; 5 of them were ascribed to tuber- 
culosis and 3 to other infections and in 29 the cause was either 
‘unknown’ or ‘questionable’. 

In 1944, Paul Dudley White® writes that ‘ascites may also 
be a part of polyserositis (Concato’s disease) which forms the 
background for constrictive pericarditis (Pick’s disease)’. He 
then makes the significant statement that although poly- 
serositis may eventually be responsible for constrictive 
pericarditis ‘these two conditions have often been confused 
in the past’. 

In 1948, Andrews, Pickering and Sellors' reviewed the 
subject of constrictive pericarditis. In 18 cases the cause 
was tuberculosis and in 14 of these cases one or more of the 
other serous cavities (pleural or peritoneal) were involved. 
Aithough they apply the term ‘polyserositis’ to these cases 
of tuberculous pericarditis with involvement of the adjacent 
pleurae, these authors later make the following statement: 
‘Constrictive pericarditis is a clinical entity which should be 
differentiated . . . from polyserositis’. 

Paul Wood? (1957) described polyserositis as follows: 
‘Whilst tuberculosis may affect the pleura and peritoneum 
as well as the pericardium, the term polyserositis (Concato’s 
disease) is usually reserved for a somewhat similar inflam- 
matory process of unknown origin. Large effusions collect 
in the serous sacs, the fluid being a clear or opalescent, 
straw-coloured, sterile exudate ... When the pericardium is 
involved, resorption of fluid is followed by total obliteration 
of the pericardial cavity, and constriction may ensue. The 
course and prognosis are similar to those of tuberculous 
pericardial effusion.” In the absence of a known cause of 
polyserositis as described by Wood, the possibility of a 
constrictive pericarditis following at a later date again 
introduces the likelihood of a tuberculous or other infective 
process as the cause. 

Comment. Most of the authors to whom reference was 
made here, as well as other authors, admit there is confusion 
in the terminology. It would appear that no clear line of 
distinction is drawn between the generalized acute type of 
polyserositis, where all the serous cavities become affected 
almost simultaneously or in rapid succession, and those cases 
which commence with a pericarditis, frequently tuberculous, 
with spread of infection to the neighbouring pleurae and, in 
some cases, to the peritoneum. If this latter group were 
referred to as infective pericarditis (tuberculous, pneumo- 
coccal, etc.) and the term acute generalized polyserositis was 
reserved for the former group—the acute disease in which 
all the serous cavities are involved almost simultaneously 
and in which group the aetiology is unknown—it would 
assist in eliminating a good deal of the confused terminology. 
The case described here would fall under the heading of 
acute generalized polyserositis. 

Is this type of acute generalized polyserositis a protean mani- 
festation of connective-tissue diseases (collagen diseases) ? 

In a large number of cases of polyserositis discussed by the 
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authors referred to in the preceding section, no aetiological 
factor was found. The tubercle bacillus and other organisms 
have not been found except in those cases which presented 
originally as acute pericarditis. The possibility of this con- 
dition—acute generalized polyserositis—being due to a col- 
lagen disease was, therefore, considered on the following 
lines: 
Clinical 

Serous effusions are frequently found in systemic lupus 
erythematosus and, at times, in periarteritis nodosa.2, How- 
ever, the effusions are not, as a rule, massive or general- 
ized in these conditions. No other clinical features such as 
skin lesions, enlargement of spleen, renal involvement, 
neurological lesions, asthma or gastro-intestinal pathology, 
except mild ulcerative colitis, were present. It must be admit- 
ted that apart from the serous effusions the resemblance to 
these collagen diseases is remote. 
Laboratory Tests 

Nothing specific was found in the blood examinations 
and biopsies. Lupus erythematosus cells were repeatedly 
negative. The alpha 2 globulin and gamma globulin were 
not specific. The liver-function tests were not significant. 
On the other hand, the numerous investigations for tuber- 
culosis and other infections proved to be negative. Again 
no evidence to suggest a collagen disease can be drawn 
from this source. 


Recent Additions to the Collagen Diseases 

The scope of these diseases is being extended and, among 
the more recently proved conditions now accepted as being 
different forms of lupus erythematosus, are Sjégren’s syn- 
drome, Mikulicz’s disease and Felty’s syndrome. There are 
features in common between Sjégren’s syndrome and lym- 
phadenoid goitre (Hashimoto's disease), suggesting a common 
aetiological basis, although lupus erythematosus has not been 
proved in lymphadenoid goitre.* Is it possible that a similar 
relationship may exist between lupus erythematosus and 
acute generalized polyserositis ? 
Response to Treatment 

This is the most significant feature suggesting that general- 
ized polyserositis may be a protean manifestation of a collagen 
disease. The response to steroid therapy was immediate and, 
thus far, has been sustained in spite of discontinuing anti- 
tubercular and other therapy. Steroids are used in acute 
tuberculosis with antitubercular drugs to control toxic 
manifestations. There is, however, no evidence that the 
steroids accelerate the healing of tuberculosis or influence 
the absorption of tuberculous effusions, which may take many 
months to disappear. In this case the effusions disappeared 
about 2 weeks after commencing steroid therapy. 


SUMMARY 


A case of polyserositis is described. Routine investigations 
gave no definite clue to the aetiology. There was no response 
to antitubercular therapy, penicillin, broad-spectra anti- 
biotics and anti-amoebic therapy. 

Additional investigations for collagen disease, such as a 
repeated search for lupus erythematosus cells, pleural biopsy, 
and skin-muscle biopsy, likewise gave no indication as to the 
aetiology. However, there was a dramatic response to steroid 
therapy, with the disappearance of the bilateral pleural 
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effusions, the pericardial effusion, and the ascites. The 
terminology of polyserositis is considered and a suggestion is 
made that the term ‘acute generalized polyserositis’ be 
reserved for a group of these cases in which simultaneous 
multiple serous effusions of unproved aetiology occur. There 
is some evidence, but no proof, of a link between polyserositis 
as defined here and the collagen diseases in view of the serous 
effusions resembling those found in systemic lupus erythema- 
tosus and the immediate (perhaps temporary) response to 
Steroids. 
ADDENDUM 


The patient was re-examined on 20 July 1959, 6 months 
after steroid therapy was commenced and antituberculous 
treatment discontinued. He was feeling very well, was 
able to do a full day’s work, and had discontinued the 
‘tapered’ dose of cortisone a fortnight previously. There 
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was no evidence of any recurrence of fluid in the serous 
cavities on clinical, X-ray and ECG examinations. Lupus 
erythematosus cells and the indirect Coomb’s test remained 
negative. 


I am grateful to Prof. J. Murray, Dr. I. Bersohn and the 
staff of the South African Institute for Medical Research, Johannes- 
burg, for the numerous investigations in this case and their kind 
cooperation. I should also like to extend my thanks to Mr. M. 
Shewitz of the Medical School, University of the Witwatersrand, 
for the preparation of the illustrations. 
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USE OF SOCIAL SPIDERS AGAINST GASTRO-INTESTINAL INFECTIONS 
SPREAD BY HOUSE FLIES 


J. J. Steyn, B.Sc., Pu.D., F.R.E.S., Tzaneen, Transvaal 


It is generally known that house flies have developed resist- 
ance against insecticides such as DDT, BHC, DDD, chlor- 
dane, heptachlor, dieldrin, aldrin, endrin, isodrin, prolan, 
dilan, lindane, chlorothion, malathion, parathion, diazinon, 
toxaphene, and even against pyrethrum. Because flies are 
alleged spreaders of amoebiasis, cholera, dysentery, con- 
junctivitis, ophthalmia, trachoma, poliomyelitis, gastro- 
enteritis, shigellosis, summer-diarrhoea, and typhoid fever, 
as well as of eggs of certain parasitic worms, we have used 
the social spider Stegodyphus mimosarum Pavesi to control 
flies biologically. 

Biological Data 


In the Afrikaans Children’s Encyclopaedia (vol IV, pp.. 
1664-1665), Dr. A. J. Hesse states: ‘It is very strange to 
note that spiders who generally devour one another, some- 
times live together in little colonies. These exceptions are 
very rare. Most spiders are marauders and do not even 
tolerate their own kind. In Africa, however, there are certain 
social spiders (Stegodyphus) that live together in little colonies. 
They live in one big untidy nest, which is built by all the 
spiders together. There is no division of labour in this 
community. The nest is like a boarding-house, divided 
into many rooms in which each spider has his own little 
room or compartment. They all sit down to a meal together, 
as the whole community wages war against any insect that 
has fallen prey to their snares. 

‘Improvements to the nest are undertaken by the whole 
community. The nest starts as a single silk cocoon. The 
little ones that are born here enlarge the nest and so it spreads 
out. Above the nest they spin their webs in all directions. 
There is no order in the spinning of these snares. Each 
spider spins along as far as he goes, and the threads criss- 
cross in all directions. This medley of threads acts as a 
snare. .. 

‘These communal nests are sometimes very big, for in- 
stance as big as a football. A community of this nature 
consists of more than a hundred spiders. Everything en- 
trapped in the snaring-threads is dragged into the nest by 
the little spiders, with the result that the big nest eventually 
becomes one massive spiderweb. . . . 


It is alleged that the Voortrekker pioneers and early 
farmers in the Orange Free State and the Transvaal em- 
ployed social spiders effectively against house flies before 
the advent of sticky fly-paper and pyrethrum. As recently 
is 1930, farmers in the Petrusburg, Koffiefontein and 
Rouxville districts used these spiders with great success in 
kitchen windows. 

According to an old Shangaan, social spiders were utilized 
in huts of his tribe in the Transvaal up to about 1914 and 
were very effective against house flies and cockroaches. 
Two senior health inspectors and a biologist independently 
informed me that in the Hlabisa and Nongoma districts 
of Zululand, this biological method of control was practised 
up to about 1937. The biologist told me that the Zulus 
placed the nests in a row halfway up the outside of huts 
and cook-shelters. 

It is therefore suggested that the spiders should again 
be employed in Bantu areas, not only on the outside of 
huts, but especially under the eaves and inside huts, as 
well as in pens for cattle and goats. 

During the past 2 years, housewives in parts of the Free 
State and the Cape Province, as well as workers at the 
Medical Ecology Centre, Johannesburg, resorted to the old 
type of sticky fly-paper, presumably because of DDT- 
resistant flies. It is therefore of practical interest to point 
out that well-sited Stegodyphus nests, not only reproduce, 
but also need no daily or half-weekly attention as required 
by sticky fly-paper. Moreover, it is not easy to run short 
of spiders once they are established, whereas additional 
insecticide supplies have to be bought frequently. 

Stegodyphus spiders will not upset children or adults 
because: 

(a) During 2 years of observation in 2 laboratories and 
several kitchens, spiders did not fall or wander from nests 
suspended from ceilings. They were not found on walls of 
experimental rooms. 

(b) They do not extend their webs except in the immediate 
vicinity of the nest; thus not even the tidiest housewife 
needs be worried. 

(c) During routine experimental handling of many 
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thousands of individual spiders by children, only 4 bites 
were registered during 2 years. These bites did not even 
turn septic. The social spider is therefore apparently com- 
pletely harmless, and can be employed with safety in our 
homes. 

In kitchens Stegodyphus operates efficiently when the 
nest is suspended by means of a string and a nail from the 
centre of the ceiling where flies prefer to sleep or sit because 
of the higher temperature, especially during winter. When 
electric lights are used, the nest is tied to the flex right up 
against the ceiling, and the spiders construct a sticky, silken 
cone from the nest to the bulb-shade. When the flies are 
too numerous for a singly-sited nest, many flies are not 
dragged into it, but remain stuck on the snare, and can be 
readily removed with the aid of a broomstick. 

At Tzaneen, a hospital and some housewives are success- 
fully using spider nests not only in kitchens, but also in 
bedrooms to protect babies and children against fly-borne 
diseases, even in screened houses. We all know how annoy- 
ing a few flies sometimes are during a Saturday or Sunday 
siesta in midsummer. With the aid of social spiders it might 
perhaps even be possible to re-establish the good old Free 
State custom of getting youngsters to sleep or rest indoors 
from 1 to 3 p.m. during the summer months. 

In the animal house of the Plague Research Laboratory, 
Johannesburg, where hundreds of rodents are reared, one 
nest of about 120 spiders, sited in the only west-facing window, 
sufficed to reduce the adult fly population by about 60°% 
within 3 days. 

At a dairy farm 4 miles from Tzaneen, 38 nests were 
used from March 1957. During May 1957 this farm was so 
free from flies that neighbours wanted to buy some of the 
experimental nests. 

During two unseasonally warm spells in June this farm 
was again fly-infested. We, therefore, devised a new ap- 
proach to the problem: From March to June some nests 
were kept without food and water in closed boxes, without 
marked mortality of the spiders. These nests were subse- 
quently used as traps during the winter months because 
most nests in which spiders are allowed to feed and develop 
to maturity usually contain only egg cocoons and virtually 
no live spiders in midwinter. This new technique provides 
different stages of immature spiders in winter for control 
of adult hibernating flies. Fly breeding is greatly inhibited 
by our winter temperatures and virtually ceases during 
winter in most parts of the world. We may therefore expect 
that the use of immature spiders in winter will still further 
augment the efficacy of this biological method of control. 
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A senior health inspector used 8 nests of the social spider 
on his plot outside Bloemfontein. He was so impressed by 
the results that he developed a theory that the nests possess 
an effective and attractive chemical agent. 

Two farmers, one from the Transvaal and the other 
from the Free State, claim that they virtually eradicated 
house flies from their farms by using 80 and 56 nests re- 
spectively. The Free State farmer and his neighbours claim 
that within 2} months his fly population decreased by more 
than 99° while the fly densities of the neighbours remained 
unaltered. He developed a theory that the nests are highly 
repellent to flies. I suspect that he used a second social 
spider species, which we are now studying at Tzaneen: 
this spider discards the insect cadavers from the nests, 
which explains the theory. 

Because veld-burning to obtain early spring grazing 
decimates veld nests, farmers are advised to collect the nests, 
especially those on the lowest branches of trees, those con- 
structed on grass, and those on wire-fences. 

These spiders are of value in unscreened pit-latrines which 
are common in many parts of the world, since flies transmit 
gastro-intestinal infections. Natives in the Tzaneen location, 
where 840 nests were sited in pit-latrines, claimed that in 
the spring of 1957 there were so few flies in their previously 
heavily-infested location, that it was possible for them to 
have their meals without flies. 

Compared with insecticides against which flies have de- 
veloped resistance in most countries, spider nests are cheaper 
and can be collected from the field. The nests can be pro- 
tected against rain by using them under shelter or indoors, 
and they reproduce more than a hundredfold a year. 

With reference to the question: ‘What would happen to 
the social spiders when no flies are available?’ it is interesting 
to point out that Stegodyphus was kept without food and 
water for 6 months without marked mortality. There is 
a species of spider which can live without food and water 
for 24 years. However, there are usually moths and some 
other insects which also invade our homes so that in the 
absence of flies social spiders will still be assured of prey. 


Recommendations 


In order to help protect humans against fly-borne diseases, 
it is suggested that colonies of the social spider be placed 
in public places like markets, restaurants, milk bars, public 
houses, hotel kitchens, as well as in abattoirs and dairies, 
and especially in kitchens and latrines on all possible 
premises. In cowsheds they would also help to increase 
milk production. 


ASSOCIATION OF MEDICAL STUDENTS OF SOUTH AFRICA 


The first Annual Conference of the newly formed Association 
of Medical Students of South Africa (AMSSA) was held at the 
University of the Witwatersrand on 10-13 July 1959. The Con- 
ference was officially opened with an inspiring address by Dr. 
J. H. Struthers, Chairman of the Federal Council of the Medical 
Association of South Africa, followed by Prof. G. A. Elliot, 
Dean of the Faculty of Medicine at the University of the Wit- 
watersrand, who welcomed delegates to the Conference. 

The sustained effort of interested people at the University of 
the Witwatersrand for the last 10 years resulted in this very 
Successful first conference. Even now after many obstacles have 


been overcome, only 4 of the 5 medical schools in South Africa 
are represented on AMSSA. It is hoped, however, that the medical 
school of the University of Pretoria will also join the organization 
in the near future. 

Mr. Peter Arnold, Chairman of the Conference Organizing 
Committee, deserves praise for the splendid way in which the 
Conference was organized. Attending the Conference were 
delegates from the following medical schools: 3 from the Uni- 
versity of Cape Town, 2 from the University of Stellenbosch, 
2 from the University of Natal, and 3 from the University of the 
Witwatersrand. In the chair was Mr. Clive Rosendorff from the 


959 
Ipus 
ined 

the 
nes- 
kind 

M. 
and, 
291. 
|_| 

arly 
‘ore 
ntly 
and 
in 

zed 
and 
nes. 

icts 

sed 
ilus 
juts 
ain 

of 

as 
‘ree 

the 

old 
)T- 
Ice, 

red 
ort 
nal . 

ults 
ind 
of 
ate 
vife 
any 


732 S.A. MEDICAL JOURNAL 


University of the Witwatersrand, who took over the presidency 
about one month before the Conference, under exceptionally 
difficult conditions. Nevertheless, he presided in a laudable 
fashion. 

The following are some of the matters discussed, and decisions 
taken, at the Conference. The executive will attend to these in 
due course: 

1. As funds do not allow full membership at this stage, it 
was decided that AMSSA will become affiliated to the International 
Federation of Medical Student Associations as an associate 
member. If funds can be raised, a delegate will be sent to the 
General Assembly of IFMSA which will be held in Istanbul 
during September of this year. 

2. It was decided that it would be desirable for AMSSA to 
become affiliated to the Medical Association of South Africa. 
The Chairman of the Southern Transvaal Branch of the M.A.S.A. 
informed the AMSSA that no provision for such affiliation existed 
in the constitution of Medical Association, but that this Con- 
stitution could probably be altered to accommodate such affiliation. 

3. Vacation work for medical students, to earn money and to 
gain practical experience, was discussed at length. The executive 
will investigate this matter fully and where possible organize 
schemes for work in hospitals and with private practitioners. 

4. Another subject which elicited lively discussion, was the 
exchange of students and lecturers between different centres. 
The practical difficulties in organizing such projects are fully 
realized, but all medical students seem to be very enthusiastic 
about this idea. The executive will investigate fully the different 
proposals, in collaboration with the Deans of the medical faculties 
at the various universities. 
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5. One of the decisions of the Conference, and in fact one of 
the chief aims of AMSSA, is to establish and maintain the closest 
cooperation between the different medical students’ councils 
represented on AMSSA. 

6. The possibilities of instituting a book-buying scheme for 
the benefit of medical students will also be investigated. Plans 
are being made to provide medical students with white laboratory 
coats and instruments at reduced prices; such schemes in operation 
at the University of the Witwatersrand, are being adopted by 
AMSSA. 

Amongst other matters discussed were: Organizational prob- 
lems of AMSSA, students’ research, students’ loan fund, medical 
education, cultural activities at medical schools, etc. 

Although many of the difficulties which faced this young or- 
ganization after its first year of existence were overcome, many 
problems yet remain to be tackled. The executive is fully aware 
of the existing difficulties. It is hoped that all medical students 
in South Africa will give AMSSA their full and active support. 
For, only by so doing will this organization be able to serve its 
true purpose, and be of lasting value to the medical student in 
South Africa. 

The following were elected to the executive for 1959-60: Presi- 
dent, Mr. J. Earle (Stellenbosch); Vice-president, Mr. W. F. van 
Niekerk (Cape Town): Treasurer, Mr. A. Fanaroff (Witwaters- 
rand): and Correspondence Secretary, Mr. J. H. C. Oosthuisen 
(Stellenbosch). 

The next Conference is to be held at the University of Cape 
Town during July 1960. 


UNIVERSITEITSNUUS 


THE FRANK FORMAN MEDICAL FOUNDATION : DIE FRANK FORMAN MEDIESE GEDENKSTIGTING 


Undergraduate Prize for 1959 


This Foundation awards an annual undergraduate prize and 
the 1959 recipient was Mr. G. D. Sweeney (now Dr. Sweeney). 
The prize was awarded to him for the excellent work he had done 
on behalf of student clinics and in assisting in the building of 
electronic devices for use in the Medical School, University of 
Cape Town. 

Postgraduate Award for 1960 

The Board of Trustees of this Foundation announce that: 

1. The sum of £700 will be available for a postgraduate award 
as from January 1960. 

2. In terms of the Trust Deed, the Board of Trustees are directed 
to use their discretion in making the award in such manner as 
shall promote, or assist, the study of medicine and/or medical 
research at the University of Cape Town or elsewhere. 

3. The award may take the form of a scholarship to a medical 
graduate for postgraduate medical study for | year; and/or a 
fellowship to a university graduate for postgraduate medical 
research for 1 year; and/or a grant, either independently, or in 
conjunction with other research grants, to any person, or institu- 
tion, or body, for special medical investigation or research. 

4. Applications must be addressed to The Secretary, Frank 
Forman Medical Foundation, 3 Park Road, Rondebosch, Cape, 
and must reach him before 30 November 1959. 


PASSING EVENTS : 


South African Paediatric Association, Cape Town Sub-group. The 
next meeting of this Sub-group will be held on Tuesday | September 
in the lecture theatre, Red Cross War Memorial Children’s Hospi- 
tal, Rondebosch, Cape, at 8.15 p.m. The evening will take the 
form of a symposium on ‘Heart diseases in infancy and childhood’. 
The speakers will be Drs. I. P. Jaffe, C. Rainier-Pope, G. J. Sutin, 
and A. Swanepoel. 
* * 

A History of Medicine in South Africa. Mnr. A. A. Balkema, die 
uitgewer van A History of Medicine in South Africa, het die Tydskrif 


Toekenning aan Ongegradueerde vir 1959 

Die Frank Forman Mediese Gedenkstigting ken jaarliks ‘n 
prys aan ongegradueerdes toe en mnr. G. D. Sweeney (nou dr. 
Sweeney) het die toekenning vir 1959 ontvang. Die prys is aan 
hom toegeken vir die uitstekende werk wat hy gedoen het ten 
behoewe van die studenteklinieke en vir sy bystand by die bou 
van elektroniese toestelle vir die gebruik van die Mediese Skool, 
Universiteit Kaapstad. 

Nagraadse Toekenning vir 1960 

Die Trustraad van hierdie Gedenkstigting kondig aan dat: 

1. Die bedrag van £700 beskikbaar is vir ‘n nagraadse toe- 
kenning van Januarie 1960 af. 

In terme van die Trustakte moet die Trustraad hulle oor- 
deel gebruik om die toekenning op so ’n manier te maak dat 
dit die studie van die medisyne en van mediese navorsing aan 
die Universiteit van Kaapstad en elders sal bevorder en onder- 
steun. 

3. Die toekenning kan die vorm aanneem van °n studiebeurs 

aan “n mediese gegradueerde vir nagraadse mediese studie van 
jaar: en/of toelae aan iemand met universiteitsgraad vir 
nagraadse mediese navorsing van ! jaar; en/of ‘n bydrae, Of 
onafhanklik Of saam met ander bydraes vir navorsing aan enige 
persoon of inrigting of liggaam vir spesiale mediese ondersoek 
of navorsing. 

4. Aansoeke moet gerig word aan Die Sekretaris, Die Frank 
Forman Gedenkstigting, Parkweg 3, Rondebosch, Kaap, en 
moet hom voor 30 November 1959, bereik. 


IN DIE VERBYGAAN 


versoek om aan lede van die Vereniging mee te deel dat die boek 
in aflewerings na verskillende gebiede gestuur word. Daar is 
dus die moontlikheid dat daar ‘n vertraging kan wees voordat al 
die lede hulle eksemplare ontvang het. Enige lid wat graag sy 
eksemplaar dadelik wil hé, word versoek om te skryf aan mnr. 
Balkema, Union House, Koningin Victoriastraat, Kaapstad. Sy 
bestelling sal dan onmiddellik uitgevoer word. 


Dr. and Mrs. C. W. siesiai of Cape Towa, have left on a 3- 
month visit to the UK and the USA. Dr. Coplans will visit physical 
medicine centres while he is overseas. 
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Dr. Jean Walker has moved from Provident Assurance House, 
Smith Street, Durban, and is now practising on her own account 
as a specialist dermatologist at 6 Musgrave Road, and 32 Shelton 
House, West Street, Durban. Telephones: Rooms 68094, residence 
45105. 

Dr. Jean Walker het van Provident Assurance House, Smithstraat, 
Durban, vertrek en praktiseer nou op haar eie as ’n spesialis- 
dermatoloog te Musgraveweg 6, en Shelton House 32, Weststraat, 
Durban. Telefone: Spreekkamer 68094, woning 45105. 

* * * 


Mr. Jack Penn, F.R.C.S. of Clarendon Centre, 4 Park Lane, 
Parktown, Johannesburg, wishes to notify his colleagues that 
his address and telephone number (44-9587) are unchanged, 
although this information has inadvertently been omitted from 
the Telephone Directory. 
Dr. Jack Penn, F.R.C.S., van Clarendon Centre, Park Lane 4, 
Parktown, Johannesburg, will graag sy kollegas in kennis stel dat 
sy telefoonnommer (44-9587), onveranderd bly, alhoewel die 
nodige besonderhede per abuis uit cie jongste Telefoongids 
uitgelaat is. 

Dr. H. Moross, of Johannesburg, who is a member of the Execu- 
tive Board of the World Federation for Mental Health, has left 
to attend the 12th Annual Meeting of the World Federation for 
Mental Health and meetings of the Executive Board in Barcelona, 
Spain, on 24 August-6 September 1959. The theme of these 
meetings is ‘Planning for mental health’. Prof. Dr. Hans Hoff, 
President, WFMH, and Professor of Neurology and Psychiatry, 
Vienna, will address the meeting on ‘Our path of progress’; and 
plenary sessions on ‘The needs of children and youth’, ‘Mental 
disorder, its treatment and prevention’, ‘Mental health in pro- 
fessiona! education’, ‘Industry and mental health’, and ‘Mental 
health and migration’ will be held. This meeting has been planned 
with a view to World Mental Health Year 1960. 

Dr. Moross will visit Professor Querido in Amsterdam to see 
his psychiatric community service in operation and will also 
visit Geel, Belgium, to see the community work being done there. 

* * * 


The Medical Library of the University of Stellenbosch is anxious 
to have a complete set of the South African Medical Journal 
bound, but still requires the following issues: 

Vol. 1-5. 

Vol. 6 July-December 1932. 

Vol. 7 July-December 1933. 

Vol. 12 nos. 1-9, 11, 15, 21-24 and index, 1938. 

Vol. 13, 1939. 

Vol. 14 nos. i, 3, 12-15, 22, 24 and index, 1940. 

Vol. 15, 1941. 

Vol. 16 nos. 1 -3, 5-13, 19-22, 24 and index, 1942. 

Vol. 17 nos. 2, 6-14 and index, 1943. 

Vol. 18 nos. 1-16, 19 and index, 1944. 

Vol. 19, 1945. 

Vol. 20 nos. 6-10, 12-14, 16-24 and index, 1946. 

Vol. 21, 1947. 

Vol. 22 nos. 1-6, 20 and index, 1948. 


PHARMACEUTICAL NEWS 
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Vol. 26, 1952. 

Vol. 27 nos. 10, 11, 27, 28, 39, 47; 1953. 

Vol. 28 nos. 2, 6, 8-10, 14-17, 20-23, 28-30, 33-35, 38-41, 44-45, 

47, 49-52; 1954. 

Vol. 29 nos. 8, 11, 18, 21, 22, 26, 43, 44, 49, 51, 1955. 

If any members ‘of the Association possess some of these 
back copies of the Journal it would be appreciated if they would 
forward them to the Editorial office, P.O. Box 643, Cape Town. 


IN MEMORIAM 


PieETER ABRAHAM EUvRARD, M.B., Cu.B. (EDIN.) 


Dr. Leon Goldman, of Cape Town writes: Seldom does a medical 
practitioner retain his physical strength and mental faculties to 
such a degree that he can remain in active practice up to his 
83rd birthday. This unique distinction belonged to Pieter Abraham 
Euvrard, who passed away on 19 July 1959, at the age of 84 years. 

Born in Montagu, Cape, young 
Euvrard took up teaching as a 
career. Owing to his exceptional 
ability, energy and zeal, he made 
rapid progress and at the age of 25 
became principal of the Malmes- 
bury Boys’ Public School. As 
the scope in the teaching profes- 
sion, at the turn of the century, 
was rather limited in South 
Africa, he decided to take up 
medicine at Edinburgh—then the 
Mecca of all medical students. 
Being a polished public speaker, 
a dynamic personality and a 
wonderful raconteur, he soon 
became the President of the 
Union of South African students 
at Edinburgh. 

On his return to South Africa 
in 1907, Dr. Euvrard settled in 
Malmesbury. His outstanding 
ability, lovable nature and winning personality helped to establish 
one of the largest general practices in the Western Province. 

He took an active part in local politics, served on the Malmes- 
bury Town Council for over 20 years and became Mayor in 1926, 
a position he held for 8 years. One of the greatest disappointments 
of his life was his defeat, by a very narrow margin, in the parlia- 
mentary election of 1943. 

He was a member of the Medical Association of South Africa 
for many years, and was recently made an Honorary Life Member 
of the Association. 

As a colleague he was always a source of inspiration to the 
younger generation. He was extremely loyal and helpful and 
remained an indomitable fighter for what he considered right and 
just. 

To his son and two daughters, we extend our heartfelt sympathy. 


Dr. Euvrard 


: FARMASEUTIESE NUUS 


NEW MEDICAL FILM 


Squibb Laboratories (Pty.) Ltd. have announced that a new 
medical film /mmediate Post-operative Care is now available. 

The film shows a wide variety of procedures, equipment, drugs, 
and special skills required to provide patients with the same 
standard of care during the immediate post-operative period 
that they would receive during the operation. 

The film begins with scenes that apply to all patients: mainten- 
ance of a clear airway, observation of vital stages, various tech- 
niques of providing oxygen, control of pain, fluid therapy and 
blood replacement, the use of suction and special recovery-room 
procedures, and records. 

Then portions of surgical procedures help the viewer to under- 
stand the reason for the related recovery-room procedures shown. 
For instance, having seen orthopaedic surgery, the viewer better 
understands the special problems of traction or suspension in 
the recovery room. In urology, special recovery-room procedures 
relate to drainage catheters and irrigating fluids. Tonsillectomy 


patients require special positioning and gentle suctioning of the 
pharynx. The specific post-operative care of patients who have 
had ocular surgery, centres on the prevention or control of motion. 
Special dressings that permit observation of circulation at the suture 
line are an interesting facet of post-operative care in plastic surgery. 

On the screen, major intrathoracic surgery, including cardio- 
vascular surgery, precedes scenes related to recovery-room pro- 
cedures. Hypothermia by means of refrigerated blankets, as 
well as by immersion in ice water, is shown to explain the re- 
warming process that takes place in the recovery room. Special 
recovery-room procedures following neurosurgery, gastro-intes- 
tinal surgery, and biliary-tract surgery are also shown. 

Available to the medical profession, free of charge, Immediate 
Post-operative Care is a 16 mm. sound film in colour: the running 
time is 30 minutes. The film was produced under the medical 
direction of Frank Glenn, M.D., John M. Beal, M.D. and 
Joseph F. Artusio, Jr., M.D. 
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NEW PREPARATIONS AND APPLIANCES : NUWE PREPARATE EN TOESTELLE 


PARAFON 


Westdene Products (Pty.) Ltd. announce the introduction of 
Parafon, manufactured by McNeil Laboratories, of America, 
and supply the following information: 

Parafon combines Paraflex, the effective low-dosage skeletal 
muscle relaxant that is specific for painful spasm, and Tylenol, 
the preferred analgesic for painful musculoskeletal disorders. 
Providing benefits that last for up to 6 hours, Parafon is effective 
on the practical dosage of only 6 tablets daily. Side-effects are 
rare and seldom severe enough to warrant discontinuance of 
therapy. Parafon relieves pain and stiffness and helps to improve 
function in acute and chronic low back disorders such as lum- 
bago, acute paravertebral spasm or sacro-iliac strain, osteo- 


arthritis, rheumatoid arthritis, traumatic hydrarthrosis, and traum- 
atic muscle injuries. 

Parafon is supplied in bottles of 25 scored pink tablets each 
containing 125 mg. Paraflex (chlorzoxazone) and 300 mg. Tylenol 
(acetaminophen). 

Parafon is also available in combination with prednisolone. 
This preparation adds the anti-inflammatory action of predniso- 
lone to the relief of pain and spasm achieved with Parafon. Parafon 
with prednisolone is useful in many arthritic and rheumatic dis- 
orders, such as rheumatoid arthritis, rheumatism, myositis, 
neuritis, tenosynovitis, fibrositis, bursitis, spondylitis, and osteo- 
arthritis. 

Parafon with prednisolone is available in bottles of 20 scored 
buff-coloured tablets each containing Paraflex (chlorzoxazone) 
125 mg., Tylenol (acetaminophen) 300 mg., and prednisolone | mg: 


BOOK REVIEWS : BOEKBESPREKINGS 


ACTIONS AND USES OF DRUGS 


Actions and Uses of Drugs. Sth edition. By Norman Sapeika, 
B.A., M.D., Ph.D. (Cape Town), F.R.S.S.Af. Pp. 389. 60s. 
Amsterdam—Cape Town: A. A. Balkema. 1959. 


Professor Sapeika’s book is well known to a large number of 
practitioners and students in this country. Many have come to 
realize its practical value in their studies and their practices. 
The present edition has been thoroughly revised and drugs of 
relatively little value have been omitted while the new have been 
included. The whole conforms to the most recent changes in 
the British Pharmacopoeia. 

As the author states in his preface, ‘the aim has been to provide 
concise information mainly on drugs of therapeutic importance, 
and to present them in an arrangement and classification of 
practical value’. In this he succeeds admirably. A.H.T. 


AND THE DOCTOR RECOVERED 


And the Doctor Recovered. By D. Dingle. Pp. 165. 6 illustra- 
tions. 15s. Cape Town: Howard Timmins. 1959. 


This first literary effort of a well-known Cape Town practitioner 
is rightly dedicated to his fellow medical practitioners “whose 
services are constantly in demand, whose time is never their own, 
whose successes are not sensational and whose failures are not 
great’. On further perusing this excellent book one cannot help 
agreeing with the author except that in his dedication he is 
too modest. 

The book is an autobiographical sketch of the author since he 
qualified. He subsequently had a good taste of the National 
Health Service in England, of the South African Medical Corps, 
and eventually of a busy practice in the suburbs of Cape Town. 

The experiences of the author, presented in such a lively style, 
lead to the conclusion that after all truth is stranger than fiction. 
The usual humdrum of a general practitioner's life nourished a 
keen sense of humour in the author, which enabled him to retain 
his equilibrium and prevented him from becoming an enemy of 
his patients—as is so often the case after a medical man, a specialist 
or general practitioner has been in practice for two decades. It 
is a sad fact that so many people have no time or sympathy for 
a doctor and often after the doctor has saved their lives. 

The art of a successful writer is to chronicle common experi- 
ences in life and to present them in such a way that the reader 
recognizes his own experiences. This Dr. Dingle has achieved 
admirably. The way in which he describes small, but to the pa- 
tients very big occasions, cannot be surpassed. Outstanding 
examples of these little jewels are his experiences when he had 
forgotten to ask the patient where the fishbone was and, after 
several unsuccessful examinations of the throat, was told by an 
indignant patient that he was looking at the wrong end of the 
intestinal tract. This is matched by the story of the other patient 
whose friend accidentally had been caught in the zip of his trousers. 
All facets of a busy G.P.’s life are reviewed, from psychiatry to 
gynaecology, cardiac disease, and changing of sex. 


Ex-service men in particular will enjoy the section on the army 
and will recall the incident that shook us all when the author 

was the first of our colleagues who had the dubious distinction 
of being put under arrest by the A.D.M.S. at Sonderwater—all 
because as a novice in the army he had written on the patient's 
card ‘medicine and duty’ instead of ‘off duty’. 

In spite of the humour that underlies almost every sentence, 
it is not overdone. Reading between the lines, one cannot help 
noticing the frustration and despair of a conscientious practi- 
tioner giving to his patients his best and being rewarded by gross 
ingratitude. 

This book will be enjoyed by medical men and the lay public 
alike. It is on a par with ‘A Doctor in the House’ series, it is 
based on fact and is well written. Let us hope that this is not 
Dr. Dingle’s last effort. | am looking forward to his next literary 
‘confinement’. 


ARTIFICIAL FEEDING OF NORMAL INFANTS 


The Artificial Feeding of Normal Infants. By William Emdin, 
M.D., D.P.H., Ph.D., B.A. Pp. 113. Illustrations. 16s. Cape 
Town: Howard B. Timmins. 1959. 


This book, written by a Cape Town paediatrician, fills a long- 
felt need and it is surprising that a book of this nature has not 
hitherto been published in South Africa. The practitioner is 
often presented with brochures on artificial feeding which naturally 
extol the merits of individual products, but here we have a practical 
survey of the proprietary milk preparations in common use. 
These preparations constitute a bewildering array, and many 
require a specific approach to infant feeding. 

In this volume is set out a feeding method applicable to cows’ 
milk mixtures, natural and acidified, full and half cream milks, 
and fixed formula “humanized” products. The method of formula 
construction advocated is simple and easily mastered, but, for 
the benefit of the busy practitioner, calculated feeding tables 
covering all types of milk mixtures have been included. Mixed 
feeding is dealt with in a detailed and practical manner and is 
incorporated in the balanced diet sheets at the end of the book. 
The introduction and use of vitamins and the calculation of com- 
plement to breast feeding are dealt with separately. 

One of the salient features of this volume is the emphasis placed 
upon the baby as an individual. This book is written in simple 
language, is concise, comprehensive and informative, and should 
be on the bookshelves of all medical or surgical practitioners 
who are concerned with the feeding of infants; it could in fact be 
recommended to nurses and students and even used by the in- 
telligent mother under the supervision of her medical attendant. 

The publisher is to be complimented on the excellence of the 
production and the modest price of the book. W.C.H. 


SURGERY OF THE COLON 


Surgery of the Colon. By E. S. R. Hughes, M.D., M.S. (Melb.), 
F.R.C.S. (Eng.), F.R.A.C.S. Pp. viii + 416. 234 figures. 
63s. net + 2s. 11d. postage abroad. Edinburgh and London: 
E.& S. Livingstone Ltd. 1959. 
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Mr. Hughes is an Australian surgeon with a large experience of 
colon and rectal disease. In a previous work he dealt compre- 
hensively with the surgery of the rectum. The present volume 
confines itself to the colon. He draws very considerably on his 
own experience and the result is a refreshingly original contribu- 
tion to the subject. 

The medical aspects of colon disease are not neglected and the 
author has dealt amusingly and usefully with the non-surgical 
problems of constipation and diarrhoea. Historical notes and 
excerpts from purely literary sources enliven the tale. A much- 
needed description of the pharmacological effects of aperients and 
laxatives enhances the value of the chapter on this section. 

Particularly good is the long account of the management of 
ulcerative colitis. With 129 cases of his own the author is well 
qualified to express an authoritative opinion. On the vexed 
question of restoration of continuity after ileostomy and colectomy 
he presents the case for and against ileo-rectal anastomosis fairly. 
The controversy is not likely to be settled for some time; the 
advocates of anastomosis are in much the same position as the 
early champions of restorative resection for carcinoma of the 
rectum. 

The discussion on diverticulitis is excellent, though the recom- 
mendation of a one-stage operation for vesico-colic fistula may 
be queried by those surgeons who are daunted by the frail con- 
dition of many of the patients. Strange, too, is the reluctant accept- 
ance of the fact that massive haemorrhage sometimes results 
from diverticulitis alone. 

The author draws on his own massive experience to give a 
useful account of the management of malignant disease of the 
colon, including a thorough examination of the current doubts 
of the efficacy of pre-operative preparation of the bowel with 
antibiotics. 

Finally a word on the illustrations. The author has been for- 
tunate in his choice of publishers. Livingstone of Edinburgh are 
well known for the excellence of their medical book production. 
The paper is good, the typography elegant and the illustrations 
clearly reproduced. It may be questioned whether so many repro- 
ductions of gross Operation specimens should have been included. 
Good line drawings are artistically and didactically superior, 
but Mr. Hughes has chosen to be his own artist and he has chosen 
badly: his drawings are lamentably bad. The Australian school 
of surgery is one of the best in the world but one is tempted to 
wish they would import some good medical artists. 


SURGERY OF THE HEAD AND NECK 
Surgery of the Head and Neck. A handbook of operative sur- 
gery. By Robert A. Wise, M.D. and Harvey W. Baker, M.D. 


Pp. 319. 82 plates. $9.75. Chicago: Year Book Publishers, 
Inc. 1958. 


Very occasionally, a reviewer is compelled to become lyrical 
over a book. This enthusiasm is rare when reviewing scientific 
publications because the subject matter alone is under review, 
style and format being secondary considerations. This handbook 
of operative surgery evokes the greatest admiration. The opinions 
are clearly expressed and the line illustrations are magnificent. 
The subject is fully covered and the book should serve equally 
successfully as a guide to the operator and as a source of informa- 
tion and opinions on indications for operation. In the series of 
handbooks of operative surgery this book takes a worthy place. 
TS 


THE BRAIN AND BEHAVIOUR 


The Brain and Human Behaviour. Proceedings of the Associa- 
tion for Research in Nervous and Mental Disease, Vol. 36. 
Pp. xi--564. 200 illustrations. 53 tables. 120s. net. London: 
Bailligre, Tindall and Cox Ltd. 1958. 


The present volume in this famous series of research publications 
deals with the relation of the brain to human behaviour. To view 
particular parts of the brain as controlling circumscribed aspects 
of behaviour is of course an artificial procedure; nevertheless, 
Scientific knowledge can only be obtained in this piecemeal way. 
A panel of eminent authorities describe their research into aspects 
of the brain (the parietal lobe, the temporal area, the corpus 
callosum) and into experimentally-induced changes in behaviour 
(prefrontal lobotomy, electrical temporal-lobe stimulation, radical 
temporal-lobe excision, drug-induced psychoses). 

Dealing with the effects of prefrontal leucotomy, Greenbiatt 
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and Solomon conclude that the operation lowers tension by 
way of reducing general disorganization of function (considered 
to be due to overactive circuits in the frontal lobes: if tension is 
already low, as in patients with simple schizophrenia, the opera- 
tion is not indicated). The leucotomized patient appears more 
outwardly oriented, his energy directed towards external stimuli. 
However, his perception of and ability to cope with external 
stimuli are reduced. The patient may gain an advantage from 
being outwardly oriented, but his higher intellectual functions 
are impaired. 

A long and extremely good paper by Denny-Brown and Cham- 
bers describes research into the parietal lobe. A lesion here results 
in a defect of behaviour, with at the same time an unawareness 
(denial) of the defect. The positive function of the parietal lobe 
in health is to provide for stereotactic exploratory behaviour 
and orientation in space, including the optic righting reflex. 

In a brilliant paper Bruner departs from the conventional 
models of the process of perception (stimulus-response, associa- 
tional and reflex-are models) which neurophysiology has handed 
down in past generations to psychology, shifting emphasis away 
from transmission of impulses across synaptic segments. Instead, 
integration is emphasized—the capacity of a complex network 
to hold up and alter impulses transmitted to it. In this model, 
centrally-induced control of the sensory data plays an increasing 
role. Focus is made upon the role of central factors in perception. 

The remaining papers (notably that of Penfield on localization 
in the temporal area, and of Wolff et a/. on integrative functions 
in stress) are of great clinical interest and of the high scientific 
standard which former volumes in this series have set. H.W 


OBSTETRICS 


Obstetrical Practice. 7th edition. By Alfred C. Beck, M.D. 
and Alexander H. Rosenthal, M.D. Pp. xiii+1115. Illustrated. 
112s. ($14.00). London: Bailliére, Tindall and Cox Ltd. Balti- 
more: The Williams & Wilkins Company. 1958. 


This seventh edition has been written in collaboration with Dr. 
Alexander H. Rosenthal, of New York. Much of the earlier 
material has been rewritten, especially the section on the placenta, 
and the rest has been thoroughly revised in conformity with 
modern knowledge and practice. The book is profusely illustrated 
with extremely good diagrams. In addition to 7 editions and 2 
reprintings in English, this book has been published in Portuguese 
and Spanish. A.H.T. 


HEART DISEASE IN CHILDREN 


Heart Disease in Infancy and Childhood. By John D. Keith, 
M.D., Richard Rowe, M.B. (New Zealand), F.R.C.P. (Edin.), 
Peter Vlad, M.D. Pp. 877. Illustrated. £7 17s. 6d. New York 
and London: MacMillan & Co. Ltd. 1958. 


This is a first-class book and an excellent contribution to the 
study of cardiology with special reference to heart disease in 
children. This is a subject that is becoming more and more im- 
portant. With the advent of open-heart surgery, the study of 
congenital heart diseases has widened and their accurate diagnosis 
become essential. This book is a fine example of team work and 
covers experience of 2,138 cases. Of these, 88°, are congenital 
heart abnormalities. Three-quarters of this book is devoted to 
this subject. Dr. Keith’s work on rheumatic fever is well known; 
it is seen in that the last 200 pages, which deal with rheumatic 
carditis. 

There are now quite a few books on heart disease in children. 
This one perhaps is fuller and based on wider clinical experience 
than any hitherto written. It is difficult to pick out any aspect 
of the book that is better than another but the angiocardiograms 
are excellent, the post-mortem studies are good, and the review 
of the literature very representative. 

One may feel perhaps that the book is a little dry, but never- 
theless the facts are there and authoritatively based on personal 
clinical experience. To write a book such as this of 850 pages, 
including the useful table at the end of the book, requires enormous 
industry, as anyone who has contributed to the literature will 
appreciate. We feel that this is one of the three or four books 
on cardiology written in English that is a ‘must’ on the shelves 
of workers in this field. M.N. 
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AN X-RAY CAMPAIGN AGAINST TUBERCULOSIS 


Glasgow's X-ray Campaign against Tuberculosis. 11 March- 
12 April 1957. Pp. 117. Illustrations. Edinburgh: Department 
of Health for Scotland. 1958. 


The department of Health for Scotland is to be congratulated 
on producing not only an excellent factual account of the mass 
X-raying of over 700,000 of the Glasgow population over a period 
of 5 weeks, but also a most readable and informative blueprint of 
how such a task should be planned and executed. Every facet 
of the problem is presented clearly and concisely, from the opening 
moves to the final appraisal, in 11 brief chapters. The 15 appen- 
dices range from members of committees, through the stationery 
used, to the statistical analysis of the results. J.B.P. 


SANITATION 


The Practice of Sanitation. 3rd edition. By Edward Scott 
Hopkins and Wilmer Henry Schulze. Pp. ix+487. 141 figures. 
$8.00. Baltimore: The Williams & Wilkins Company. 1958. 


This little book, of just over 400 pages, has primarily been written 
for the practising sanitary engineer. The fact that it has reached 
a third edition within the space of 7 years indicates that it fills 
a need for those responsible for environmental services. Many 
of the chapters—such as that on food handling—are inclined to 
be sketchy, and the recommendations to prevent food poisoning 
outbreaks are framed in very general terms. Water supplies, 
sewage disposal, and the control thereof, are dealt with in greater 
detail, and with much more authority. 

The book covers all aspects of environmental sanitation, and 
provides some very interesting and useful information which 
would be difficult to find in other and larger treatises. The list 
of authoritative articles at the end of each chapter is full and 
most useful for additional consultation. The prose is easy and 
clear to follow and the book contains a reasonably full and ac- 
curate index. The paper is of first-class quality. 

I can recommend this book to those who are interested in 
environmental sanitation, not primarily for the comprehensive- 
ness of the text, but for the general principles which are enunciated. 


E.D.C. 
ANATOMIE 


A Method of Anatomy—Descriptive and Deductive. 6e druk. 
Deur J. C. Boileau, M.C., M.B., Ch.B., F.R.C.S. (Edin.). 
Pp. vii+879. Illustrasies. 88s. Londen: Bailliére, Tindall en 
Cox Bpk. 1958. 


Hierdie boek is *n nuwe uitgawe van ’n ou gunsteling onder 
voorgraadse sowel as nagraadse studente. Oor die algemeen is 
die 6e uitgawe in sy wese dieselfde as die voriges, met hier en 
daar ’n weglating of ’n toevoeging. ‘’n Belangrike wysiging is 


CORRESPONDENCE 


INYANGA STUDENT MEDICAL PUBLICATION 


To the Editor: \ should like to bring the following matter to the 
attention of readers who are graduates of the Medical School 
of the University of Cape Town: 

The 1959 issue of Jnyanga, the annual student publication of 
the Faculty of Medicine, will be on sale shortly. I feel that many 
of the School’s ‘old boys’ may wish to acquire copies of this 
Journal, especially as it contains news of recent developments 
at the School, staff news and historical data. Jnyanga also includes 
articles of medical interest written by students. 

A postal order of 4s. will ensure post-free delivery of a copy 
of Inyanga as soon as it is published. 


Medical School 
Observatory, Cape 
14 August 1959 


ASSOCIATION OF MEDICAL STUDENTS OF SOUTH 
AFRICA * 


David Katzman 
Circulation Manager 


To the Editor: May I bring to the attention of your readers the 
following clauses in the Constitution of the Association of Medical 
Students of South Africa regarding membership: 
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die gebruik van die nuwe terminologie (N.A.P.) wat in 1955 in 
Parys goedgekeur is. 

Die vernaamste toevoegings bestaan uit ‘n kort oorsig oor 
die segmente van die lewer, ’n noukeuriger omskrywing van die 
meganisme van die voet en meer besonderhede oor die limf- 
dreinering van die verskillende streke. Die behandeling van die 
lewersegmente is baie kort. Dit kon gerus vollediger gewees het. 

Die groot aantrekkingskrag van hierdie boek is die wyse waarop 
die feite aangebied word tesame met die duidelike sketse wat 
dikwels diagrammaties en eenvoudig gestel is om begrip te ver- 
gemaklik. Daar is heelwat nuwe sketse en baie van die oues js 
verbeter. 

Soos in vorige uitgawes word die sentrale senuweestelsel nie 
behandel nie aangesien die skrywer glo dat dit tuishoort in ’p 
afsonderlike boek oor neuro-anatomie. 5.F. v. E.K. 


DIAGNOSTIC ANATOMY 


Diagnostic Anatomy. By Weston D. Gardner, M.D. Pp. 376, 
20 figures. 85s. St. Louis: The C. V. Mosby Company. 1958, 


It is unusual for a book on human anatomy to be readable. This 
one is. It is neither the compleat text-book—far from it—nor 
a comprehensive survey of surgical anatomy. It will only be of 
benefit to someone who has already completed a course in human 
anatomy. It has been written primarily for the general practi- 
tioner, though the reading of such a text-book, of nearly 400 
pages, by a young or busy G.P. is probably a pipe dream. But 
this book should be extremely valuable to the medical student 
about to enter his clinical years. In South African universities 
the first clinical year is separated from the dissecting room by a 
tremendous gulf of 12 months which usually produces a remark- 
able circumscribed amnesia for anatomical detail. Diagnostic 
Anatomy will be the answer to many a student’s prayer for help 
to Galen and Vesalius. 

The reader will refresh memories of somatotypes and changes 
induced by aging of the body. When he palpates the skin he is 
made to understand what he is feeling and he will appreciate 
the anatomical basis of breath sounds, heart sounds, electro- 
cardiography and a dozen other clinical diagnostic procedures. 
The autonomic nervous system becomes a matter of a few pages, 
and cardiac and urinary catheterization, lumbar puncture and 
the diagnosis of hernias become clear-cut procedures. 

This text-book will need to be supplemented in parts by the 
standard text-books of anatomy and surgical anatomy, but it 
should prove a valuable ‘reader’ to students. The major criticism 
of the reviewer (a minor detail) is Dr. Gardner’s preference for 
the ‘everyday’ terminology of the practitioner rather than standard 
anatomical nomenclature. This merely perpetuates the eponymous 
period of the anatomical middle ages. RS. 
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Clause 4.121. Past students, members of academic staffs of 
university medical schools, and other persons interested in medical 
education, may become associate members of AMSSA upon 
payment of an annual or life subscription as defined in Clause 6.14. 

Clause 4.122. Associate members shall be entitled to the facilities 
of AMSSA, save that they shall not be entitled to a vote or repre- 
sentation at the Conference. 

Clause 6.14. For associate members, as defined in Clause 4.12, 
the annual subscription shall be 5s. and the life subscription 
shall be £5. 

More details regarding AMSSA may be obtained from the 


Vice-president. 

W. F. van Niekerk 
Association of Medical Students of S.A. Vice-president 
*Nardus’ 
Baartman Street 
Southfield, Cape 
12 August 1959 


* See page 731 of this Journal. 
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